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Thy Professor Says... 


“High Percentage Elongation and High Ultimate 
Tensile Strength are essential to greater toughness 
in a dental gold alloy.” 


JELENKO NO. 


REG. U.S. PAT. OFF, 


is better because it is toug her 


... NEW, IMPROVED PHYSI- 
CAL PROPERTIES MAKE 
JELENKO #7 extra tough—the 
factor so essential in long span 
bridgework. Furthermore, this 
versatile cast gold has just the 
right ductility for all mouth 
rehabilitation. 


Write for chart today featuring 
priced the new, improved physical prop- 
$2.25 - vo erties for ALL Jelenko Golds. 
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Many dentists have found patients need help in learning 
to use new dentures successfully. For this purpose the 


ethical Wernet products increase stability and reten- 
tion so that the patient gains confidence more quickly. 
Complaints are replaced by appreciation for your help 
in the difficult task of mastering new dentures. 

Now, when you recommend Wernet’s you can offer 
your patients a choice based on individual preference 
—Wernet’s Powder or Wernet’s Adhesive Cream. 
Whichever they select, you may be confident it is a 
product of highest quality, ethically presented, pro- 
fessionally accepted. 

Let Wernet’s help your new denture patients—and 
help save productive chair time. 


WERNET’S POWDER 


WERNET’S ADHESIVE CREAM 
Professional samples available on request. 
Recommended by more dentists than any other 
denture adhesive. 

BLOCK DRUG COMPANY, INC. 

105 Academy Street, Jersey City 2, N. J. 
QUALITY PRODUCTS FOR DENTAL HEALTH 
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UNIVAC PoRCELAIN Anteriors in UNIVAC POLYCHROME Colors 
make possible new and distinctive concepts of physiologic 
characterizations that represent a unique advance in esthetics 
for the creation of personalized full and partial dentures. 

In these extraordinary colors, you will also perceive the “alive” 
markings that are characteristic of a normal dentition, 
beautifully reproduced within the teeth as enamel fractures, fillings, 
decalcification, food and tobacco stains, etc. 

They appear with incredible fidelity but also with such a superb delicacy 
that nature’s normal imperfections are made to contribute to 
rather than detract from cosmetic effects. 


Call your Universal Dealer or write for more information. 


@ 


UNIVERSAL DENTAL CO. , 481m AT BROWN STREET « PHILADELPHIA 39, PENNSYLVANIA 
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uses Webs... 


Crescent Webbed Polishers help you 
speed up prophylaxis. The Webs assure a more 
thorough job because they retain the abrasive even 
at higher speeds. They provide considerably 

more “working surface.” They fit your handpiece, are 
permanently mounted, run true, last longer. All 

this adds up to maximum efficiency and low cost. 
There is a plus value too—they're gentle in 

action, easier on the patient. Per dozen, $1.15; 
Gross, only $11.00. At your dealer's. Better call today. 


-RESCENT DENTAL MFG. CO.. 
1839 S. Pulaski Road, Chicago 23, Illinois 
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| ay here’s such relaxing comfort®: 
an the Ritter Euphoricn’ Chaar 


Eu-phor-i-an (u-for-i-an)—contributing to a sense of well-being. And 
you've never seen a dental chair that fits that description so well. 
Its rest-curve seat cradles your patients in luxurious ease . .. keeps 
them comfortable in whatever operating position you prefer. Body 
weight. is evenly distributed, restfully supported throughout. 
Everything is designed to put your patients in a confident, co- 
operative frame of mind, even to the slide-away arm rests that 
Make getting on and off so easy. And the Euphorian Chair is 
easier On you, too, Doctor. A touch of your toe controls tilt and 
. élevation. Your patients stay positioned—no slumping or sliding. 
But above all, they stay relaxed, to conserve your energy. Ask 
your Ritter dealer or send coupon for information on the exclusive 
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Ritter 


eupnorian® 


«om Chait 


Here, in the words of the award com ‘ 


mittee of the Industrial Designers’ 
Institute, is the Euphorian story in a 
nutshell. 


. a product of finely sculptured 


j 


form compatible with human anatomy - 
and with a rare completeness of detail — 


to ease the tensions of both the patient 
and dentist . . 


. resulting in a pleasing _ 


design of mental and physical benefit — 


to humanity.” 

The 1960 industrial Designers Institute Award 
to our design consultants, 
Walter Dorwin Teague 
Associates, is one form of 
gratifying recognition. 
Another is the prompt 
acceptance of the Euphor- 
ian Chair by dentists as 
the most advanced chair 
for modern practice. 


RITTER COMPANY INC. 
3404 Ritter Park, Rochester 3, N.Y. 


Please send me full color literature on 
the Ritter Euphorian Chair. 


NAME 


ADDRESS 


ZONE___.STATE 


HOWARD 


DENTAL TOURS 


HAWAII 


STATE DENTAL ASSOC. 
ANNUAL MEETING — JUNE 


10 DAYS— $399 


7th annual official Hawaii Dental Tour. Price 
includes jet roundtrip from West Coast, Reef 
Hotel seashore accommodations, and most ex- 
tensive schedule of dinners, parties, entertain- 
ment and sightseeing available only to official 
group. Other hotels and steamship passage 
available at adjusted tour rates. 


RUSSIA 


In Conjunction With July 
F.D.1. HELSINKI MEETING 


$1568 from New York 


$1795 from West Coast 


Only a little beyond the F.D.!. Helsinki meeting 
is Russia, an opportunity for travel not likely to 
be repeated in years. Tour price includes jet 
roundtrip, hotel accommodations, meals, sight 
seeing, tips, social events, and all other services. 
Itinerary covers Helsinki, Moscow, Leningrad, 
the Crimea, Black Sea cruise, Odessa and Kiev. 


ORIENT 


In Conjunction With October 
ASIAN DENTAL CONGRESS 


17 DAYS— $1496 


Attend the officially constituted international 
dental meeting in Tokyo and join our 5th an- 
nual Orient Tour, an all inclusive escorted 
program organized by J. D. Howard, a Pacific 
Specialist who visits the Orient three times a 
year. Tour price includes jet roundtrip travel 
between West Coast and Japan, deluxe hotels, 
all meals, tips, and a most extensive schedule 
of special dinners, parties and entertainment. 
With us, you enjoy the Orient instead of just 
seeing it. 


Apply 
HOWARD TOURS 
578 GRAND AVE. 
OAKLAND 10, CALIF. 
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RINN MOUNTS, like the victorious mounts of King 
Arthur’s Knights, are sturdy champions of unusual versa- 
tility. Known and preferred throughout the world, they 
combine unexcelled durability, ease of mounting and are 
available in a wide variety of sizes, shapes and capacities 
to meet the most exacting needs of the dental profession. 
Eezeemounts, stitched mounts and all-celluloid mounts are 
three popular and functional types—each suited to a spe- 
cific technique. If you have a particular problem, tailor- 
made mounts can be made to your exact specifications. 
Mounts can also be imprinted with your name and address. 
Heavy gray Manila protective envelopes are available for 
easy filing and recording. For further information see your 
dealer or write Rinn Corporation, 2929 North Crawford 
Avenue, Chicago 41, Illinois. Catalog of the complete Rinn 
line is available upon request. 


All Celluloid Mounts 


LEADERS IN THE DEVELOPMENT OF DENTAL X-RAY TECHNIQUES AND PRODUCTS 
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An improved 


source of 
peroxide for 
adjunctive therapy 
in acute 
throat 
gingivitis | [ibrost__ 
=F Classified in group 


New Packaging adopted Sept. 1960. 


ANTIBACTERIAL: 


Comparative laboratory studies demonstrate that Gly-Oxide 
retains antibacterial action even in the presence of blood.''’ 


CLEANSING: 
“There is a special debriding and detergent action of this 
product which is especially valuable in topical therapy.”'*’ 


ADHERENCE: 


Used undiluted, as directed, “The adherence of the product 
to the gingival tissue .. . (is) of special interest.”'*’ 


STABILITY: 


The antibacterial and cleansing action of Gly-Oxide is sus- 
tained through the prolonged release of oxygen.‘'’ 


CONVENIENCE: 
When prescribed for adjunctive home therapy, the ease 
of application from the plastic squeeze bottle and the 

pleasant flavor assures patient acceptance. 


1. Cobe, H. M., Oral Surg., Oral Med., Oral Path., Vol. 13, No. 6, (June, 1960), pp. 678-685. 
References: 2. Harkins, H. P., The Eye, Ear, Nose & Throat Monthly, Vol. 38, (Nov., 1959), pp. 942-944. 
3. Cobe, H. M., Cohen, D. Walter, Hattler, A. B., Pa. Dent. Jrl., Vol. 24, (Jan., 1959), pp. 12-18. 


INTERNATIONAL PHARMACEUTICAL CORPORATION 


1700 WALNUT STREET Pe] PHILADELPHIA 3, PA. 
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two new colors 
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introduces 
No: 15 Brown, a modifying color have been add- 
of New Filling Porcelain colors assuring uniformly 


Your chotce — 
Ra CUTWELL CARBIDE BURS 


in two bonus value assortments 


CLOCK ASSORTMENT 
Cutwell Carbide Burs 


@40 Plain Cutwell Carbide Burs 
@20 Crosscut Cutwell Carbide Burs 
@ 1 Travel Alarm Clock 

Handsome genuine leather. Luminous. 


Foldaway. Handy for home, office or 
travel, Backed by guarantee. 


YOUR CHOICE 


FRICTION GRIP ° RIGHT ANGLE 
ASSORTMENT* ASSORTMENT 


$8470 $7920 


BRIDGE SET ASSORTMENT 
Pram) Cutwell Carbide Burs 


e 24 Plain Cutwell Carbide Burs 

@ 12 Crosscut Cutwell Carbide Burs 
e@ 2 Bur Blocks 

e 1 Bridge Set with DeLuxe Case 


luxurious for gracious entertaining. 
Deluxe case has feel and look of rich- 
ness. Two decks of handsome quality cards. 


YOUR CHOICE 


FRICTION GRIP RIGHT ANGLE 
ASSORTMENT* ASSORTMENT 


$5052 $4760 


_ *Bur injector tool will be supplied with 
Friction Grip Assortment. 


ORDER TODAY FROM YOUR DEALER! 


THE RANSOM & RANDOLPH CO. 
Toledo, Ohio «+ Since 1872 
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for 
dental 


pain 


of trauma, infection, 
dental or surgical procedures 


Ethoheptazine Citrate (75 mg.) with Acetylsalicylic Acid (325 mg.), Wyeth 


analgesia PLUS anti-inflammatory benefits 
e relieves pain 
@ non-narcotic, nonaddicting, well tolerated 
e@ Two ZACTIRIN tablets are equivalent in analgesic 
effectiveness to codeine, 32 mg. (14 gr.) plus 
acetylsalicylic acid, 650 mg. (10 gr.). 


Wyeth Laboratories Philadelphia 1, Pa. 
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a Key to natural 
tooth color 


A Product of The Dentists’ Supply Company of N. Y., York, Pa. 
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Dental 


11th National Dental Health Conference: 
introduction 


Jay H. Eshleman,* D.D.S., Philadelphia 


Availability of dental care is the ultimate goal of all the areas of dentistry—education, 
research, practice and public health and health education—for all are involved at the 
critical point where patient meets dentist in the professional relationship. 

In April 1960, some 100 representatives of dental societies, state health depart- 
ments, state boards of health, the Public Health Service, affiliated groups, dental 
schools and other interested agencies assembled at the Ambassador West Hotel in 
Chicago for the 11th National Dental Health Conference sponsored by the Council 
on Dental Health of the American Dental Association. Their purpose was to join the 
Council in furthering its study of the problem of increasing the availability of dental 
care. Specifically, they were concerned with principles of professional case presen- 
tation based on thorough diagnosis; state dental public health activities and programs 
for improving the dental care of the aged; office records, accounting systems and 
management services in the dental practice, and group practice systems: their 
relationship to socioeconomic changes in the distribution of dental care. 

Some of the background papers prepared for the conference are presented on the 
following pages. Others are available in Mimeographed form from the Council. 
The latter include: “Diagnostic Series for New Patient in the Practice and Develop- 
ment of Treatment Plan,” by Lloyd N. Hollander of Cleveland, lecturer in principles 
of dental practice, School of Dentistry, Western Reserve University; “The Appoint- 
ment Book as a Work Scheduling Device and the Initial Record of Accounting Data,” 
by Robert N. Tanis, of Chicago, lecturer in practice administration, Dental School, 
Northwestern University; “Role of Professional Management in Dental Practice and 
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Scope of Services Available to Dentist,” by Mr. John C. Post of Washington, D. C., 
president, Professional Business Management, Inc., and “Medicine Views Pre- 
payment Care Plans,” by Leonard W. Larson, M.D., of Bismarck, N. D., now 
president-elect of the American Medical Association. 

A report on the record and accounting systems developed in the study being con- 
ducted by the Northwestern University Graduate School of Business Administration 
under a grant from the American Dental Association was presented by T. Leroy 
Martin, Ph.D., of Chicago. Dr. Martin, professor of accounting at the university, 
is directing the study. The forms designed as a result of the study were approved by 
the conference participants but are being tested in a continuation of the project this 
year in a selected group of dental offices prior to recommendation for general use. 
6414 Germantown Avenue 


A different approach to patient educa- 
tion and treatment will be presented—an 
approach useful for an inexperienced or 
a younger man with a lack of patient 
understanding and of patient respect 
who is anxious to practice the same qual- 
ity of dentistry that he learned in school. 

I started practice by doing complete 
examinations, thorough diagnosis and 
case presentation in a mahogany-paneled 
private office. Being sincerely dedicated 
to ideal dentistry and having a feeling 
of moral obligation to inform the patient 
regarding all of his oral problems and 
the necessity of giving him an estimate 
of the fee for the complete service, I 
started out, like so many young men, 
with the following: 

1. Complete examination with full- 
mouth roentgenograms and diagnostic 
models. 


*Retiring chairman, Council on Dental Health, American Dental Association. 


CASE PRESENTATION INCLUDING 
PROFESSIONAL PRESENTATION OF FEE AS PART OF 
PATIENT’S DENTAL HEALTH EDUCATION EXPERIENCE 


John B. Meade, D.D.S., Lansing, Mich. 


2. Thorough diagnosis 
3. Treatment planning with patient 
and we ended with 

4. No patient. 

The patients went some place else, the 
fees were too high, the office approach 
too unusual, the doctor too young and 
different, maybe even crazy. It had to 
work, I thought, because my volumes 
of notes said that it would. In no time 
at all, they would be beating a path to 
my door. Instead, I began to look for 
the door through which a nice practice 
went. Fortunately, I made a change; 
I opened my eyes and began to look 
around. If you cannot serve patients, 
what good are you to the public that 
paid for part of your education, or to 
your family? 

What I did not glean from the reams 
of material or was not told was that 
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establishing a practice goes in phases of 
establishing the respect of the patient. 

Distinguished dentists with years of 
experience have a rapport with patients 
that is very different from that estab- 
lished by younger men. Because of the 
attribute of years, the recommendations 
of many satisfied patients, community 
feeling and many other factors, these 
men have only to recommend in a casual 
way, and the patients will rush to follow 
their lead. Younger men do not enjoy 
this high respect of their patients and 
have to build the understanding by lay- 
ing a solid foundation of logic and rea- 
son, stone by stone. There are tremen- 
dous variations in the level of patient 
appreciation, even between dentists, and 
this should be vividly and emphatically 
pointed out to the young men just enter- 
ing practice. Full treatment planning of 
ideal dentistry is not for the young man; 
step by step, yes, but not all at once. 

Another important fact to remember is 
that the ideal of full case presentation 
was born before the war, but it matured 
at the time of an unusual economic 
situation when doctors were more con- 
cerned about getting enough sleep after 
a hard day at the office than about 
having enough patients. It gained great 
impetus in a postwar situation which the 
economists would call a “seller’s market,” 
under circumstances in which the pa- 
tient who did not accept was lost and 
forgotten quickly because there were so 
many to replace him. 

Today a different situation exists. 
Young men have different problems. 
Their practices are in an entirely dif- 
ferent competitive environment. Today 
many young men move from private 
practice to Public Health Service, Army, 
Navy and teaching situations. All den- 
tists are in competition with industry 
which spends millions of dollars to create 
a desire for its products. An example is 
that one third of the price of an auto- 
mobile today is what it costs to sell it to 
the buyer. Consequently, patients, with 
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many seductive places to spend their 
money, are much more selective in their 
buying. Thus building a private practice 
today is quite different. 

I decided that a fresh approach was 
needed; that I should stand off and look 
at the forest and not see just the trees. 
I began a critical evaluation of practice. 
What makes a good patient, one inter- 
ested in good and complete care? Where 
do they come from? The result of the 
evaluation was the realization that good 
patients were developed by slow, me- 
thodical education, by establishing a feel- 
ing of rapport, of their being more than 
just another patient, by paying much 
special attention. The caliber and qual- 
ity of service have nothing whatever to 
do with patient appreciation, under- 
standing and love for their dentist. 

I realized the importance of slow evo- 
lution; now services are arranged in steps, 
the patients are educated in phases. 
Slowly and logically, we educate them, 
giving them many little, understandable 
reasons to feel that their dentist is better, 
building a close sincere relationship and 
not appearing too different. Four years 
of dental school education cannot be 
given in one hour. This approach is not 
a lecture on oral diagnosis. Only a gen- 
eral outline is followed for a great major- 
ity of patients, not all of them. 


SERVICE IN STEPS 


The first step, morally and ethically, is 
to relieve the patient of sources of pain 
and infection. Emergency patients re- 
quire this step but usually only for the 
solution of one problem. Others may 
exist at the time. A complete, thorough 
examination is not necessary to complete 
this first step in treatment—only full- 
mouth roentgenograms, bitewings, chart- 
ing of caries and general consideration 
of health problems. 


Service in Step 1 is as follows: 


A. Treatment for acute conditions. 
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1. Cleaning of cavity or removal of 
decay and placement of sedative to 
soothe the irritated pulp, then cov- 
ering with hard cement. 
2. Removal of hopeless teeth, roots, 
and so on. 
3. Curettage of infected, cystic re- 
gions. 
4. Treatment of acute gingival con- 
ditions. 
B. Root canal therapy, from molars 
to anterior teeth, where indicated. 
Service in Step 2: 
A. Conservative treatment. 
1. Prophylaxis. 
2. Home care instruction. 
3. Conservative gingival treatment. 
4. Preliminary occlusal adjustment. 
All the most important things are done 
to get the patient headed in the direc- 
tion of health. Then the patient is placed 
on the list for recall at a one to four 
month interval, whichever his condition 
demands. We observe and _ re-educate 
the patient with each thorough prophy- 
laxis and in from 6 to 18 months, we 
re-evaluate the condition. This means 
taking new full-mouth and _ bitewing 
roentgenograms, charting of periodontal 
condition and caries, and checking max- 
illomandibular relations. These records 
are compared with the original records 
and the results evaluated. If no pockets 
are present, if the gingival condition is 
good and the working bite is smooth, 
then we proceed to Step 3; if not, then 
to Step 2B. 
B. Advanced gingival treatment. 
1. Recontouring; all bone and gin- 
gival treatments to remove pockets 
and give healthy shape to all sup- 
porting tissues. 
2. All reattachment procedures. 
3. Finishing of occlusal adjustment; 
whatever is necessary to remove all 
interferences and provide smooth 
chewing ability. 
Again there is a waiting period for 
healing before recall, which is based on 
the time demanded by the patient’s con- 


dition. This condition is observed and 
then re-evaluated to assay the improve- 
ment and health. The patient who is 
still following home care satisfactorily 
and in whom the oral condition is good, 
will take care of any restorative work 
too, so it is a worthwhile investment for 
him and the doctor to proceed. If the 
dentist is following a losing battle with a 
disinterested patient, there is no reason 
to continue. 

Service in Step 3: 

Restoration of chewing ability, com- 
fort, appearance and function. This in- 
cludes all types of restorations such as in- 
lays, jacket crowns, amalgam fillings, fixed 
and removable bridges and partial den- 
tures with precision attachments or clasp 
attachments and complete dentures. One 
of the reasons for building up to this 
step slowly is that if a patient is to ap- 
preciate this caliber of service, he has to 
be well prepared. It takes a lot of time 
and skill to complete ideal restorations 
which fulfill all of the mechanical and 
periodontal requirements and the pa- 
tients must be educated to appreciate 
them. In planning these services, the 
restorations are grouped in the usual one- 
third arch segments, one segment in the 
anterior and two in the posterior section 
of each arch, and a treatment plan is 
made for each of these segments. If 
there has been a greater loss of teeth, 
the retainers are considered as one treat- 
ment plan and removable appliances as 
another. Patients needing complete re- 
construction all at one time are not nu- 
merous enough in general practice to 
consider in this paper. 


PATIENT EDUCATION 
IN PHASES 


The education of patients can be divided 
into the following phases: 

1. New patients. 

2. Complete examinations _ starting 
with full-mouth roentgenographic exam- 
ination. 
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3. Treatment planning for a definite 
group of services. 

4. Plans started of presented work. 

5. Plans completed of presented work. 

6. First recall for prophylaxis after 
completion of the previous five phases. 


New Patient Phase + Naturally all pa- 
tients are in this phase on first coming to 
the office. They know very little or noth- 
ing about me as a person or as a practi- 
tioner, and they probably do not know 
much about dentistry and the variations 
in type and quality of service. All new 
patients fill out a three-page health ques- 
tionnaire before the dentist sees them, 
which gives a “yes” or “no” answer to 
all pertinent questions. This is an effi- 
cient way to review all health problems, 
plus set the stage for the fact that the 
dentist is interested in their general 
health. After reading the health ques- 
tionnaire and chatting with the patient 
a few seconds, the mouth is examined 
visually. Other evidences of disease can 
be pointed out with the patient using a 
mirror and the dentist explaining with 
educational boards. The education of the 
patient has now started logically; he can 
see his disease and make comparisons 
with the education boards. While ren- 
dering a service to solve the immediate 
problem of the patient, the dentist makes 
a decision regarding the approach to the 
patient based on all the information. 
The next recommendation is a complete 
examination to help the patient. The 
full-mouth roentgenograms may be taken 
at this visit if time allows. 


Complete Examination Phase * The pa- 
tient has reached the complete examina- 
tion phase once the full-mouth roent- 
genograms have been taken. 

At the next visit of those patients with 
very low appreciation of dental care, 
those who think of the dentist as a 
“cavity-filler,” the dentist can chart the 
cavities and explain the cleaning of cav- 
ities, sedative treatments and extractions, 
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pointing out the value to the patient of 
the services in the avoidance of pain and 
infection and in the promotion of health; 
also how much good two or three ap- 
pointments for prophylaxis would do to 
remove “splinters” and make the mouth 
feel better. After making sure the pa- 
tient understands what is involved and 
insuring that he wants a healthy mouth, 
the units of service are itemized and en- 
tered on appropriate forms. 

At this time it is determined whether 
longer or shorter appointments are more 
convenient. Then the number of appoint- 
ments and the number of weeks necessary 
to complete the services are computed. 
Time permitting, some services may be 
started at this visit. After finishing this 
portion of the work, the rest of the com- 
plete examination will be finished before 
starting Step 2. This patient has gone 
through the following phases: 

1. New patient. 

2. Complete examination. 

3. Treatment planning. 

4. Plan started. 

With patients having a better dental 
appreciation, the rest of the complete 
examination is finished at this second 
appointment. The examination I give is 
involved and the form is six pages long, 
but it lays an excellent diagnostic as well 
as patient education foundation. While 
the caries and periodontal conditions are 
charted, the patient is urged to use a 
hand mirror so as to follow and see his 
problems. After a complete examination, 
a thorough evaluation and diagnosis are 
made. 


Treatment Planning * In treatment plan- 
ning for a patient with an average ap- 
preciation of dental problems we sum- 
marize on the face of the patient’s chart 
all important observations based on the 
six-page examination record so that per- 
tinent facts are close at hand. With the 
patient and spouse or parent in the oper- 
ating room, I explain normal gingival 
health. Because of my postgraduate work 
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in periodontics, great emphasis is placed 
on the periodontal condition since I con- 
sider it a cornerstone to further satis- 
factory treatment. 

As already mentioned, during the com- 
plete examination, the patient follows 
the charting with a mirror so he knows 
about the diseased regions. The educa- 
tion boards are very valuable. They are 
large, self-explanatory, and always visi- 
ble to the patient in the operating room. 
These are the means by which I try to 
convince the patients they have prob- 
lems. This is my way to prove to them 
that action on their part is necessary to 
health. A distinguished, gray-haired gen- 
tleman can sit in a beautiful private 
office and probably have more rapport 
with his patients, but this is the method 
that works for me. After explaining 
fundamentals of gingival health, the 
gingival disease board is utilized. The 
summary data from the complete exam- 
ination are used in pointing out the 
problems that the patient has that are 
mentioned on this board. Next the health 
and disease board is discussed and then 
the patient’s roentgenograms which are 
mounted in front of him with all the 
clinical data attached to the mount. The 
red ink diagnostic marks on the films 
point to the areas of abnormality and 
code letters below the arrow indicate the 
type of problem. Here the patient can 
see his own bone loss, the wide periodon- 
tal membranes caused by a high bite, 
decay and abscesses. The diagnostic 
models show the McCall’s festoon, Still- 
man’s clefts, wear, recession, missing and 
tipped teeth. The patient now has a 
good background and is able to compare 
his condition clinically and roentgeno- 
graphically with healthy and diseased 
conditions. The next logical question is, 
how can this condition be treated and 
cured? The education boards on gingival 
treatment, home care, bite adjustment 
and restoration are used to explain what 
can be done and what the patient’s re- 
sponsibility is in this treatment. Now the 


patient is asked if he has any questions 
about the disease or the treatment. The 
patient’s next interest is in the time and 
effort required and investment in treat- 
ment. Services are broken down into 
units for time and fee purposes, so the 
fee per unit is explained and the number 
of units of each service necessary. 

Immediately after this, the patient is 
questioned regarding longer or shorter 
appointments, and the number of ap- 
pointments for these services is decided. 
We explain that the office is very busy 
and since the treatment must follow a 
definite sequence, all the appointments 
should be made in a series at any time 
convenient for the patient. Finally we 
thank the patient for his interest and 
explain that the next time we will begin 
making the mouth a lot healthier and 
more comfortable. 

If the patient says he will think it over, 
that is satisfactory. We explain we should 
see him on recall in x number of months 
because of the condition of the mouth 
and the need to keep it from getting 
much worse. If deep decay must be 
removed, we explain that this will be 
done at the next visit. A lot depends 
on patient classification and the dentist’s 
feeling whether he re-emphasizes disease 
or just agrees with some portion of the 
patient’s statement and tries to keep him 
on recall. The dentist must always re- 
member a patient cannot be forced to 
do anything. He can only be stimulated 
to desire the care. 

Certain compromises can be made: 
(1) the patient can have the same treat- 
ment over a longer period of time to 
reduce the immediate investment; or (2) 
services can be restricted to those re- 
quiring less time, therefore less invest- 
ment; for example, amalgam restorations 
instead of inlays. 

Some of the patients will accept a 
more authoritarian approach whereas 
others will resist it and may need a per- 
missive and helpful approach. A won- 
derful foundation for a study of such 
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attitudes was laid in the series of reports 
on motivational research that appeared 
in THE JOURNAL OF THE AMERICAN DEN- 
TAL ASSOCIATION in 1958.1 


Plans Started * When phase 4 is reached, 
work is begun. At the completion of the 
patient’s first visit, the dentist explains 
that the office has a fancy bookkeeping 
system which uses IBM machines and 
an accountant and that all the fees will 
be listed that were discussed at the last 
visit. We explain we certainly do not 
expect him to pay all of this when he 
gets the statement—just that portion he 
agrees to with the assistant today. We 
feel that he has reserved an appointment 
series and that there is an obligation to 
us that he might just as well assume at 
this time. The assistant is instructed very 
definitely on making specific arrange- 
ments. Such arrangements are as impor- 
tant to running an office properly as is 
diligent follow-up to keep patients on a 
current basis. 


Plans Completed + Phase 5 consists of 
a note in the cost accounting system to 
show completion of a portion of work 
started and review of the charges to see 
if the fee unit basis is equitable. 


Recall + Phase 6, patients starting recall, 
indicates a good patient who has gone 
through all the previous phases of edu- 
cation. After this he may go through 
treatment plans, plans started, and plans 
completed, many times. 

Last year’s statistics show 207 new pa- 
tients, of whom 69 per cent reached the 
complete examination phase and 39 per 
cent started the recall phase. Two hun- 
dred and fifteen treatment plans were 
given patients; of these, 75 per cent 
started plans and 60 per cent completed 
plans. I would like to point out that 
these records are the most accurate in 
the country. These statistics are collected 
on the IBM system. The fees are a part 
of the double entry system so they have 
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to balance to the penny. This is what it 
takes to run my office, and my practice 
is growing very acceptably. 


PATIENT EVALUATION 
FOR CASE PRESENTATION 


During the complete examination, pa- 
tients are listed according to the classi- 
fication of Panky and Romine and the 
classification utilized in the American 
Dental Association’s motivational re- 
search study. In addition, we ask, “why 
do you want to keep or lose your teeth” 
to determine the exact motives. Our long 
examination gives us a better idea of our 
patients’ true motives. In evaluating 
these motives and thinking about the 
position of the patients in the classifica- 
tions mentioned, the experience of many 
patients becomes invaluable, because it 
is the framework around which the pres- 
entation is built. We are appraising the 
patient accurately so that we do not get 
out of his realm of understanding and 
appreciation, because if we do, even in- 
advertently, he will become frightened 
and run. Experience being a great 
teacher, I feel that taking care of part 
of the patient’s trouble is better than 
not helping him at all. My patients like 
this program better for several reasons: 

1. Time in the office. 

2. Avoidance of psychologically tiring 
of treatment. 

3. Ease of financing. 

We prefer it because: 

1. We keep patients. 

2. We do not tire of the case. In- 
volved precision work and gold work on 
a fancy articulator mounting can become 
very tiresome. 

3. We have a nice backlog of work 
required by the patients on recall and 
more patients are happier. 

4. Our practice has a broader base 
of happy, satisfied patients, all of whom 
are better and healthier people because 
of their association with our office. Also, 
this gives us a better opportunity to re- 
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educate the patients over the period of 
time which is needed to develop the ap- 
preciation of fine dental service. 


PREVENTIVE RECALL 


The dentist must evaluate his patients’ 
needs in three areas: 

1. Hard and soft deposits built up to 
a level of irritation to the gingival tis- 
sues in the mouth. 

2. Caries potential. 

3. Deep potential for periodontal dif- 
ficulties. 

The foregoing defines the three types 
of preventive recall service, and the in- 
terval is determined by the demands of 
the patient’s mouth. For example, a pa- 
tient can be on a three month interval 
for prophylaxis, a six month interval for 
bitewing roentgenograms and recharting 
of caries, and a one, two or three year 
interval for full-mouth and_ bitewing 
roentgenograms, recharting of the perio- 
dontal condition and caries, plus the re- 
checking of the maxillomandibular rela- 
tions. Each patient has his own needs. 
Therefore, with this in mind, his pro- 
gram of preventive recall is laid out. 
Any patient with a good diagnosis and 
a proper recall program has no concern 
about his oral problems becoming worse 
over a long period of treatment. Most 
patients have been unattended for years 
before the dentist saw them anyway, but 
even a rapidly progressing periodontal 
condition can be handled this way. 


CONCLUSION 


I have tried to present a complete pic- 
ture of an extended but thorough pa- 
tient education and treatment plan for 


the younger man interested in the ideal 
dentistry he was taught in school. 

I realized the great lack in my ability 
to evaluate and handle patients and I 
divided the treatment plan into steps: 

1. Removing pain and infection. 

2. Building a healthy foundation with 
smooth working bite. 

3. Restoring appearance, comfort and 
chewing ability. 

I treat the patients according to this 
plan and maintain them on a thorough 
recall system between steps. Patient edu- 
cation is divided into phases: 

New patient. 
Complete examination. 
Treatment plan. 

Plan started. 

Plan completed. 

. Recall, the first time after the pa- 
tient has gone through the previous five 
phases, showing him to be a very good 
patient. 

A preventive recall system which 
guarantees a patient’s health through 
extended services was instituted. In ad- 
dition, methods for handling patients 
with low dental appreciation and pa- 
tients of average ability to understand 
dentistry were developed as well as pos- 
sible compromises in treatment. The 
value of establishing understanding with 
the patients as a step to better education 
must always be remembered. 

526 Townsend 


Presented before the Eleventh National Dental Health 
Conference, American Dental Association, Chicago, 
April 25-27, 1960. 

|. American Dental Association, Bureau of Economic 
Research and Statistics. A motivational study of dental 
care. J.A.D.A. 56:434 March; 56:566 April; 56:745 May; 
56:911 June 1958. 
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The federal grants-in-aid system for get- 
ting the job done has had a peculiar his- 
tory. Innovations created by the federal 
government at the time grants-in-aid 
originated usually met severe challenges 
in the federal courts. There was a time, 
actually, when federal enactments that 
had any state or local effect had about a 
fifty-fifty chance of being declared un- 
constitutional. Yet, the federal grants-in- 
aid system has escaped serious challenge 
even though the system was started at a 
time when the United States Supreme 
Court was most sympathetic to states’ 
rights. 

The Constitution of the United States 
(Article 1, Section 8, Paragraph 1) per- 
mits Congress to “Lay and Collect taxes 
... for the general Welfare of the United 
States.” The power to collect revenue 
has, in effect, been interpreted to mean 
“to tax and to appropriate those tax 
funds for the general welfare.” This is 
the rationale for the federal OASI taxes 
being collected and spent for general wel- 
fare. The same holds true for the federal 
unemployment tax with its accompany- 
ing grants. 

Whether a federal appropriation for 
general welfare not accompanied by a 
specific tax for that purpose is constitu- 
tional is the question which might have 
been argued at the time the Maternity 
Act grants-in-aid were threatened by 
lawsuits in 1923. This was only about 
three years after the federal grants-in- 
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aid plan for state highway construction 
was enacted. Because the states were so 
pleased to receive this federal money, 
there was no hint of a lawsuit to inter- 
rupt the largesse from the nation’s capi- 
tal. 

Perhaps the Supreme Court recog- 
nized that an invalid Maternity Act 
grants-in-aid system might stain the sys- 
tem as such and threaten the highway 
program. In any event, the Supreme 
Court dismissed two lawsuits on the same 
day in 1923; both attacked the constitu- 
tionality of the federal grants-in-aid sys- 
tem authorized by the Maternity Act. 
One suit was brought by the state of 
Massachusetts, the other by a resident of 
the District of Columbia. The Supreme 
Court never got around to the merits of 
such arguments as: “The federal Con- 
gress has now converted state adminis- 
trative organizations into mere agencies 
for carrying out federal policy.” The 
Court held that neither the state of Mas- 
sachusetts nor the private citizen could 
show any appreciable injury or loss; 
therefore, they were not proper parties 
to an action complaining about the va- 
lidity of federal grants-in-aid. 

Let us hope that a federal grants-in- 
aid program for state dental public 
health activities does not set the stage 
for the long-delayed test of the constitu- 
tionality of federal grants-in-aid pro- 
grams which are not linked to dedicated 
tax funds. 
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BACKGROUND OF POLICY ON 
FEDERAL GRANTS-IN-AID 


In 1952, the House of Delegates of the 
American Dental Association approved a 
policy statement in support of earmarked 
federal grant-in-aid funds for state den- 
tal public health activities.’ In 1953 and 
1954 the then new Eisenhower Admin- 
istration urged the Congress to eliminate 
all special disease grant-in-aid categories, 
such as the mental, venereal disease and 
tuberculosis provisions of the Public 
Health Service Act, and substitute a 
general grant-in-aid category to be made 
available to states for whatever public 
health purpose the state desired. The 
Association’s Council on Legislation de- 
cided that it would be inopportune to 
press for an additional category in the 
face of the Administration’s opposition 
to the entire categorical scheme. The 
Council, then, testified in 1953 in favor 
of the elimination of the categorical sys- 
tem on the ground that state dental divi- 
sions would have some chance to get fed- 
eral funds from a general grant source; 
there was no opportunity to get Public 
Health Service funds for dentistry under 
the categorical scheme. 

With the beginning of President Eisen- 
hower’s second term, there was no 
express recommendation on eliminating 
categorical grants-in-aid for state public 
health purposes. Later in 1956, three 
state dental societies submitted resolu- 
tions to the Association urging the 
A.D.A. to renew action on earmarked 
federal funds for state dental programs. 

In 1957, Rudolph H. Friedrich, then 
secretary of the Council on Dental 
Health, and I visited Senator Hill and 
requested his support for a dental grant- 
in-aid category. Senator Hill stated that 
he might support the Association’s ob- 
jective on the condition that a full justi- 
fication for the program be developed 
and that the public health dentists as 
well as the dentists in private practice 
back it enthusiastically. 
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Early in 1958, the Council on Dental 
Health distributed a comprehensive 
questionnaire to all state dental health 
directors requesting complete informa- 
tion on their present activities, the activ- 
ities which they could not carry on be- 
cause of lack of funds and the funds 
needed for expansion. In April of 1958, 
there was an extended discussion of the 
dental division survey at the National 
Dental Health Conference. Both the 
state directors and the state society offi- 
cials were, on the whole, enthusiastically 
participating in the survey. 

Late in 1959, the Council on Legisla- 
tion staff, with the assistance of the legis- 
lative technical staff of the United States 
Senate, drafted a plan for dentai health 
grants-in-aid into bill form. However, at 
the request of the chief staff representa- 
tive of Senator Hill’s Committee on 
Labor and Public Welfare, the Council 
did not press to have the bill introduced 
by Senator Hill. 

It was explained to the Council on 
Legislation staff that the Administration 
would almost certainly oppose the dental 
health category and would, in all likeli- 
hood, seize upon the Association’s plan 
as a basis for reasserting the case for 
eliminating all categorical programs. 
Although Senator Hill and his staff are 
confident that the present categorical 
programs will be preserved, they do not 
relish a partisan political battle on Public 
Health Service programs in this election 
year. There is a strong belief that with 
a new Administration in 1961, Repub- 
lican or Democratic, the dental health 
categorical plan can be put forward with 
bipartisan support. 

During March of 1960, Senator Hill 
received several communications from 
dentists in his home state of Ala- 
bama urging his support of earmarked 
funds for state dental health activities. 
At the request of the Senator, represent- 
atives of the Association met with him 
and it was again agreed to withhold ef- 
forts on the project until 1961 for the 
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reasons previously stated. A letter was 
sent to the Alabama dental officials in- 
forming them of the decision to hold up 
action until 1961 but also telling them of 
Senator Hill’s consent to introduce the 
Association’s bill just prior to adjourn- 
ment of this Congress—about the end 
of May.” 

The legislative draft of the Associa- 
tion’s plan takes a rather complicated 
form because it must be adapted to sev- 
eral paragraphs of Section 314 of the 
Public Health Service Act (42 U.S.C. 
246). In substance, though, the plan sim- 
ply makes available federal grants-in-aid 
to states to support public health pro- 
grams designed for the prevention and 
control of dental diseases. The matching 
of funds would be on a fifty-fifty basis 
and, presumably, the federal funds would 
be available only for new or expanded 
programs and could not be used as a 
substitute for existing state financial sup- 
port of dental programs.* 


STATE ACTION STILL NEEDED 


There are, of course, some very impor- 
tant steps that should precede action at 
the federal level. It would be desirable, 
for example, to have each state society 
go on record favoring federal funds for 
state dental health activities. Addition- 
ally, the state dental societies should 
adopt resolutions specifying the new pro- 
grams that are needed or the existing 
programs that require expansion. This is 
an essential preliminary step to action at 
both the state government and federal 
government levels. I emphasized this 
during the 1958 Dental Health Confer- 
ence in a presentation on this subject. 
Perhaps the most important step in the 
procedure for the coming year is to have 


the state dental societies urge the state 
legislatures to appropriate funds for the 
programs which the dental association 
supports in the amounts needed to carry 
out those programs effectively. This legis- 
lative activity will have the proper ori- 
entation if the society has previously 
adopted a firm policy on both the pro- 
grams to be supported and the amount 
of financing needed. Hopefully, the state 
dental directors will be in a position to 
record their support of the society’s rec- 
ommendations in testimony before the 
legislatures. 

I have renewed my emphasis on the 
need for building the record at the state 
agency and legislative levels before go- 
ing to the federal Congress. One of the 
questions that is certain to be asked of 
Association witnesses is: How much ef- 
fort was put forth to gain support from 
the state health departments, state gov- 
ernors and the state legislatures? The 
chances for success will hinge just as 
much upon the answer to this question, 
in my opinion, as on the merits of the 
programs to be supported. 

It must be kept in mind that dentistry 
has always espoused the principle of sub- 
sidiarity. This means that all reasonable 
efforts to obtain support of local and 
state programs should be exhausted be- 
fore appealing for federal support. 


Presented before the Eleventh National Dental Health 
Conference, American Dental Association, Chicago, 
April 25-27, 1960. 

*Assistant secretary Legal Affairs, American Dental 
Association. 

1. American Dental Association Transactions 1952, 
p. 35, 182. 
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The need for dental care among the 
chronically ill and the aged is as well 
recognized by the dental profession as is 
the need of dental care for children. The 
only distinction that might be made be- 
tween the needs of the two groups is 
that in the case of children, there is some- 
one to assume the responsibility for care. 

The American Dental Association’s 
recognition of the specialty of pedodon- 
tics, the establishment of children’s den- 
tal clinics and the participation of den- 
tists in the White House Conference on 
Children and Youth have stimulated 
leadership in the providing of special 
training for dentists and the operation 
of dental educational and care programs 
for children. 

If the needs of the chronically ill and 
the aged are to receive the attention 
they deserve, leadership is again the 
essential ingredient. The White House 
Conference on Aging to be held in Jan- 
uary 1961 and the introduction of legis- 
lation in Congress to make care available 
under the Social Security Act dramat- 
ically point out the lay person’s interest 
in a problem recognized by dentistry but 
for which no satisfactory solution has 
been offered by the profession. 

Whether or not organized dentistry is 
satisfied with programs that will be 
forthcoming, the dentists will play a 
significant role by providing the care. If 
the programs are to meet the high stand- 
ards maintained by the dental profession, 
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DIVISION IN IMPROVING DENTAL CARE OF THE AGED 


John E. Zur,* D.D.S., M.P.H., Springfield, Ill. 


it is imperative that the dental societies 
provide the necessary leadership. 

During the past year, several papers 
have been published defining the prob- 
lems of the chronically ill. Suggestions 
were made as to an approach to the 
problem of making more dental care 
available for the aged and infirm. 

A limited survey of dental needs in 
the aged was recently completed in Ne- 
braska. A more comprehensive study is 
under way in Kansas City under the 
guidance of the U.S. Public Health Serv- 
ice, and a similar study has been initi- 
ated at the Montefiore Hospital, Beth 
Abraham Home in New York City. 


SURVEY IN ILLINOIS 


With the assumption that the need for 
dental care among the aged and chron- 
ically ill is a public health problem, we 
in Illinois have attempted a somewhat 
different approach to a solution. First, 
we examined residents of nursing homes 
in various areas of the state to determine 
the needs and what might be some of 
the problems we would encounter should 
resources become available to satisfy the 
needs. Similarly, residents in a chronic 
disease hospital were examined to obtain 
the same information. On the basis of 
the findings, treatment recommendations 
were compiled. It is realized that a com- 
pilation of dental findings and needs does 
not necessarily define the entire problem 
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of dental care for the aged. There are 
many other physical, emotional and eco- 
nomic factors involved. 

Surveys made of chronic disease hos- 
pital patients revealed that conditions 
among them are different than among 
residents of nursing homes. Although 
such factors as economics, dental man- 
power and dental facilities are not of 
primary concern, physical and mental 
conditions make the rendering of dental 
care most difficult. The survey showed 
that 89 per cent of the patients examined 
needed dental care, but only 29 per cent 
of these patients were considered to be 
fully treatable. 

If dentists are available in chronic 
disease hospitals to render the needed 
dental care, then we can assume that a 
public health problem does not exist in 
these hospitals. A complete report of the 
findings in chronic disease hospitals will 
be published at a later date. 

There are at least 24,000 aged persons 
living in 669 licensed nursing homes and 
homes for the aged in Illinois. Approxi- 
mately one half this number of homes 
and residents (330 homes and 15,500 
residents) is located in the 13 counties 
that comprise the northeast region of the 
state and include the City of Chicago 
and Cook County. 

Although the nursing home examina- 


tions have been completed, sufficient 
time has not elapsed for a complete 
evaluation of all areas in the study. The 
first phase of the study comprised exam- 
ination of 669 residents in nursing homes. 

The dental examinations were made 
with mouth mirrors, explorers, tongue 
blades and artificial light. Two dentists 
made all the examinations and acted 
alternately as examiner and _ recorder. 
Attempts were made to “fill out” com- 
pletely the recording form at the time 
of the examination and not to leave por- 
tions of it to be completed at a iater 
date when memory had become hazy as 
to, for example, how many teeth were 
indicated for extraction or to be filled. 

A resident was determined to have 
dental needs if there was evidence of 
poor oral hygiene, pathologic condi- 
tions in the hard or soft tissues, im- 
paired mastication and indications for 
denture repairs, adjustments or cleaning. 
These needs were recorded, regardless of 
whether or not the needs were amena- 
ble to treatment and, therefore, are rel- 
atively objective findings and an objec- 
tive evaluation of the dental health status 
of the individual at the time of the 
examination. 

Table 1 shows what was found among 
nursing home residents in northeastern 
Illinois. 


Table 1 ® Conditions among 669 nursing home residents, Northeastern 


Mlinois 


Edentulous 
401 persons (60%) 


One or more teeth 
268 persons (40%) 


Persons without dentures 120 (30%) 


Dentures needed cleaning 152 (38%) 


Persons needing extractions 
196 (73%) 

Number of teeth to be ex- 
tracted 1,639 
Persons needing 
tions 16 (6%) 
Persons with periodontal 

conditions 80 (30%) 


restora- 


76% had dental needs; 28% had poor oral hygiene; 55% poor mastica- 
tion; 21% soft tissue lesions; 11% confined to bed; 22% semiambulatory; 


67% ambulatory 
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Table 2 ® Residents with treatment needs and limiting 
factors 


Number Number Per cent | Limiting 
with 


exam- with factors 


treatment 
ined needs % 
needs 


Male 577 486 82 62 
Female 817 586 71 54 


Total 1,394 1,072 76 58 


Although three fourths of the residents 
had dental needs, it was considered that, 
on the basis of treatment recommenda- 
tions, only about 41 per cent of those 
with needs could be satisfactorily treated. 

The determination of treatment rec- 
ommendations is, of course, more sub- 
jective than a determination of dental 
needs. In the opinion of the examiners, 
most treatment recommendations or pro- 
cedures for the alleviation or removal of 
conditions constituting a possible health 
hazard usually can be accomplished, if 
necessary. However, prescribed dentures 
may not be worn by the patient; there- 
fore, prosthetic appliances were indicated 
only when the resident seemed, in our 
opinion, to be physically and emotionally 
capable of using them. 

As far as implementation of these treat- 
ment recommendations is concerned, it 
was estimated that about two thirds of the 
residents with needs could be transported 
to private dental offices for their care, 
whereas one third of the residents would 
require some type of dental facility or 
remedial care program within the home. 
This estimation is based on the physical 
and emotional characteristics of the res- 
ident at the time of examination and 
not on his economic status or on the 
availability of dental facilities in the 
community. 

Additional studies in nursing homes 
were made in other less densely popu- 
lated areas of the state to determine 
whether the needs were similar to those 
encountered in heavily populated areas. 


Three hundred and seventy-six nursing 
home residents in central Illinois and 
349 residents in southern Illinois were 
examined. One member of the examin- 
ing team in these surveys was the same 
individual who participated in the exam- 
inations in the northeastern part of the 
state, thus reducing the possibility of 
examiner bias or examiner error. 

When the results of all examinations 
from the three areas of the state were 
compiled, we found that 1,394 residents 
of nursing homes had been examined, 
of whom 577 were men and 817 were 
women. The ages of the residents ran 
from 45 years to 85 plus, with 92 per 
cent falling in the group 65 years and 
older. The largest number of residents 
fell in the age group 75 to 84 years. 

Based on the physical condition of the 
residents, 15 per cent were classified as 
bedfast, 42 per cent were semiambulant 
and 53 per cent were ambulant. 

The results of the examinations show 
the following: 76 per cent had dental 
needs; 33 per cent had poor oral hy- 
giene; 53 per cent had poor mastica- 
tion; 16 per cent had soft tissue lesions, 
and 29 per cent were edentulous with- 
out replacements. 

As stated earlier, a compilation of 
dental findings and needs does not nec- 
essarily define the entire problem of den- 
tal care for the aged. Without consider- 
ation of the economic factor, it was 
determined that 42 per cent of residents 
with needs could be treated. The re- 
maining 58 per cent had some physical 
or emotional condition which would 
limit treatment. 

It is interesting to note from Table 2 
that women fare much better than men 
when it comes to dental needs and lim- 
iting factors. 


COMMENT 


Although the needs of the nursing home 
residents appear to be great, there are 
many factors which would limit a prac- 
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tical program of care. Some of these 
factors are: physical and emotional 
conditions, mental attitudes toward pro- 
fessional care, monetary considerations, 
dental manpower and dental facilities. 
Only by actually making care available 
to a study group, will we know if the 
elderly and the infirm are generally will- 
ing and able to accept the care we rec- 
ommend and if the manpower and facil- 
ities are available to render this care. 
These surveys have demonstrated that 
limiting factors among the aged have 
automatically reduced the magnitude of 
the problem of providing practical den- 
tal health services. 

The American Dental Association has 
stated in its “Principles Relative to the 
Provision of Dental Services Under Wel- 
fare Health Programs’? that the respon- 
sibility rests first with the family, then 
with the community. If this principle is 
applied to nursing home residents and 
the family is unable or fails to assume 
this responsibility, then it seems reason- 
able that dental care for these individ- 
uals should be the responsibility of the 
community. 

Of the 24,000 nursing home residents 
in Illinois, approximately 13,000 receive 
assistance from the Illinois Public Aid 
Commission, including medical and den- 
tal care. Some of the remaining 11,000 
are financially able to purchase their own 


dental care. Assuming that the remain- 
der follow the general pattern wherein 
76 per cent have needs but only 42 per 
cent of those with needs are treatable, 
the problem is greatly reduced. Thus it 
appears logical that a community effort 
could solve the problem on a local basis. 

The state dental society should provide 
leadership by establishing policies and 
recommendations for local dental partic- 
ipation in community programs, and by 
working actively with the state public 
aid or welfare agency to insure adequate 
dental care for the recipients. 

The Illinois State Dental Society has 
a functioning committee on the Dental 
Care of the Aged and is a member of 
the Joint Council to Improve the Health 
Care of the Aged. The committee is 
aware of some of the problems as they 
now exist and will be in a position to 
make recommendations to the society in 
the near future. By its active participa- 
tion, the society will provide the needed 
leadership as well as the manpower to 
render care to our aged and infirm pop- 
ulation. 


Presented before the Eleventh National Dental Health 
Conference, American Dental Association, Chicago, 
April 25-27, 1960. 

*Deputy director, Illinois Department of 
Health, Division of Dental Health. 

Dental Association Transactions !953, 
p. 55. 
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GROUP PRACTICE USING FACILITIES OWNED 
AND FINANCED BY THE PURCHASERS OF DENTAL CARE 
AND USING SERVICES OF SALARIED DENTISTS 


Donald G. MacQueen, D.D.S., Los Angeles 


The specific subject which I will cover is 
“Group Practice Using Facilities Owned 
and Financed by the Purchasers of Den- 
tal Care and Using the Services of Sal- 
aried Dentists.”” There are about 20 such 
dental facilities operating in the United 
States today. The oldest is that of the 
Consolidated Edison Company which 
began in 1912. The most recent, and one 
of the largest, is that of the Retail Clerks 
of Los Angeles which will open in June 
1960. These facilities provide widely 
varying services, ranging from emergency 
relief, such as extractions, to complete 
dental care with nothing excluded. 

The facility with which I am asso- 
ciated is called the Hotel-Restaurant 
Employer-Union Welfare Fund Dental 
Plan, usually referred to as the Culinary 
Dental Plan. The money in this wel- 
fare fund comes from employer contri- 
butions. These contributions are made as 
a result of contracts negotiated between 
the employers and the union and are 
fringe benefits given in lieu of wage in- 
creases. The welfare fund is governed 
by a board of trustees with six employer 
and six union representatives. Allocations 
from the fund to various benefits are 
determined by the union members and 
distributed by the fund administrator 
who is appointed by and responsible only 
to the board of trustees. 

My contract to administer the Culi- 
nary Dental Plan is with this board of 


trustees, and a copy of my contract is on 
file with the Board of Dental Examiners 
of the State of California. Certain por- 
tions of this contract are germane to the 
purpose of this meeting, and so I quote 
from the agreement: 


It is the intention of the parties hereto that 
this plan shall be continued in operation in full 
conformity with all existing laws of the State 
of California and all regulations of adminis- 
trative agencies controlling the practice of 
dentistry as a profession, with proper safe- 
guards of the maintenance of requisite pro- 
fessional standards. 

Because the Culinary Dental Plan is but one 
of the types of benefits made available by the 
trustees under the health and welfare program 
provided through the fund, and because the 
trustees are charged with the responsibility of 
maintaining the fund on a sound financial 
basis, the trustees have established a maximum 
operating budget for the operation of the plan, 
which of necessity sets a ceiling on expendi- 
tures by the trustees for dental care. MacQueen 
understands the necessity for this budget and 
is agreeable to operating the plan within the 
limits of the budget. 

Effective April 15, 1958, MacQueen agrees 
to open, operate and maintain dental offices 
at 3969 Beverly Boulevard in the city of Los 
Angeles, or at such other locations as the 
parties hereto may from time to time agree to 
be advisable and feasible. These dental offices 
shall be staffed and operated under Mac- 
Queen’s complete control and direct supervi- 
sion. The offices shall be sufficient to provide 
such dental services as are hereinafter agreed 
upon to be rendered to eligibles, as defined 
herein, and who shall solicit such dental serv- 
ices from MacQueen. 

This agreement shall be a nonexclusive 
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one. Nothing herein shall be construed as 
limiting the rights of the trustees to enter into 
other or similar arrangements with other den- 
tists, or with respect to other establishments 
where dental services may be rendered. 


My personal dealings are with the ad- 
ministrator of the welfare fund. Each 
month he sends me (from the fund) the 
sum of money allocated for dental care. 
From this sum I have the responsibility 
of paying all operating costs, which in- 
clude salaries, supplies, consultation fees, 
outside specialists’ fees, rent on the build- 
ing and amortization costs on the capi- 
tal improvements. 

These capital improvements include 
leasehold improvements, plumbing, par- 
titions, dental units, cabinets, instruments 
and laboratory equipment. They are the 
property of the welfare fund. In my 
opinion, this is as it should be, although 
I recognize the fact that informed men 
of good will may disagree with me. Den- 
tists need much expensive equipment to 
practice the profession properly and ef- 
fectively. How well they use and to what 
purpose they put this equipment are, in 
my opinion, more important than who 
owns it. 


POLICY 


I have discussed briefly my administra- 
tive arrangements with the welfare fund. 
Now I will discuss policy. My policy in 
rendering dental care is governed by one 
thing only: the Golden Rule. I consider 
that I myself and those who are associ- 
ated with me are fortunate in that we 
are able to put the welfare of the patient 
first. We do not have to consider our 
economic welfare. Cutting corners will 
not profit us in any way. 

My personal relationship with my staff 
is that of instructor, consultant, coun- 
selor and co-worker. Our facility is a 
cooperative endeavor to do the best we 
can for those who are our responsibility. 
There are no quotas to be filled or time 
limitations placed on individual services 


rendered. If the operator is treating his 
patient in a kindly, professional manner 
and treating the patient as he himself 
would like to be treated, no questions are 
asked. 

The opportunity for the development 
of dentist-patient relationship can be as 
great in group as in private practice. 
Some of the dentists have great ability 
to establish rapport with their patients 
and exert a fine influence over them. 
These men develop really tremendous 
private followings in the office. Their 
interest in the patient does not end with 
the work they do in their own depart- 
ment. Often they follow the patient 
through his entire course of treatment, 
seeing that he is introduced and his 
problems explained to each successive 
operator who works on him. They en- 
courage the patient to stop in and see 
them at the conclusion of each successive 
stage in his treatment. 

However, I should be less than candid 
if I allowed you to think that all our 
operators are of this type. We wish they 
were. But there are professionals to 
whom a patient is a patient—a case to 
be treated. Such a man may be an ex- 
cellent operator. In private practice, he 
would probably be unsuccessful. Even in 
group practice, he adds little except his 
technical skill. I consider it part of my 
function to try to help such a man to 
develop a more desirable attitude. If this 
fails, he can always return to private 
practice. 


ADMINISTRATIVE PROBLEMS 


Some of the administrative problems 
which I face will be described. There is, 
first, the problem of the selection of the 
professional staff. The first qualification 
is membership in the professional organi- 
zation. I will not accept the application 
of anyone who is not a member of the 
American Dental Association, or eligible 
for such membership according to the 
bylaws of the A.D.A., nor will I accept 
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the application of a hygienist who is not 
eligible to membership in the American 
Dental Hygienists’ Association. All pro- 
fessional personnel must be licensed by 
the State Board of Dental Examiners. 
This licensure is some assurance of their 
competence but by no means enough. 
Each employee goes through a proba- 
tionary period. He is judged on the basis 
of his attitude toward patients and their 
needs, as well as on the quality of his 
work. We offer our dentists salaries rang- 
ing from $9,600 to $18,000 a year. Most 
of them are in the $12,000 to $15,000 
range. This salary compares favorably 
with the net incomes of men in private 
practice in the vicinity. The hygienists’ 
range is from $6,000 to $7,500 a year. 
There is also a problem in finding 
qualified administrative and supervisory 
personnel. Here, some of the great diffi- 
culties stem from the newness of this type 
of operation. There are training schools 
for medical nurses and nurse supervisors. 
There are training schools for hospital 
supervisors and managers. But so far as 
I know, there are no training centers for 
meeting the administrative problems in- 
herent in a dental office of this size. It 
is hard to find people with training in 
such fields as keeping dental records, 
solving problems of eligibility, making 
appointments and gathering statistics. To 
some extent, we have had to develop 
administrative personnel on the job by 
meeting the problems as they arose. 
Equally difficult is the problem of find- 
ing competent supervisory personnel. We 
have, among the professionals, what we 
call department heads rather than super- 
visors. The number one man is the clin- 
ical director on the floor, who is the gen- 
eral director. Under him are the heads 
of the departments of fixed and remov- 
able prosthesis, operative dentistry, sur- 
gery, periodontics and endodontics. We 
also have a supervisor of the clerical de- 
partment who oversees the work of the 
receptionists, the appointment clerks and 
the file clerks. There are also supervisors 
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of chairside assistants, whose job is to 
train and supervise the nurses as I train 
and supervise the professionals. You 
know quite well that a dentist has diffi- 
culty in finding a good chairside assist- 
ant. Good supervisors are in even scar- 


cer supply. 


PERSONNEL 


In the clinic, we have our own x-ray 
department and our own laboratory. Our 
chief x-ray technician was professionally 
trained, and he has trained his assistants. 
Our laboratory is directed by a skilled 
technician who supervises the three de- 
partments: steel department, denture de- 
partment and crown and bridge depart- 
ment. 

The staff is made up of 32 dentists, 
eight hygienists, six x-ray technicians, 22 
laboratory technicians, 29 dental assist- 
ants, 22 clerical workers, three adminis- 
trators and three maintenance workers. 
There are people of the three main races 
and most of the principal religions. 
Among them, they speak almost all of 
the European languages and Japanese 
and Chinese. It is a cosmopolitan, hetero- 
geneous group. 


EDUCATIONAL PROGRAM 


I have already spoken of our attempt to 
develop desirable attitudes among our 
workers, both professional and nonpro- 
fessional. This is not the only educational 
work we do. Among the regular staff 
there is constant consultation in and be- 
tween all departments. Our professionals 
consult with one another, with the heads 
of their departments and with me on 
questions of how to meet individual 
problems, proper technics to use and how 
to adjust professional knowledge to pa- 
tient desires. Also, manufacturers’ repre- 
sentatives whose products we think worth 
while are given time for clinical demon- 
strations to the staff and the chairside 
assistants. We arrange for clinical dem- 
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onstrations by local and visiting special- 
ists. Men on our staff with a minimum 
of one-year tenure are encouraged to 
take refresher courses given by local uni- 
versities. They are given time off, with 
pay, and their tuition is paid. 

We have a board-certified periodontist 
from the staff of a local university who 
gives instruction and supervision at the 
clinic for eight hours a week. We hope 
to add other such specialized instruction. 
As an exponent of full-mouth recon- 
struction, I am in constant consultation 
and give continuous supervision, assist- 
ance and instruction in this specialty. I 
feel that, through these methods of in- 
service training, we make education and 
experience a continuing process. 

I hope to add to this in-service train- 
ing an internship program. During and 
after World War II, dental graduates 
could receive intern training with the 
Armed Forces. This is no longer possible. 
‘The dean of the dental school of one of 
our large universities considers this a real 
loss to the dental profession. I believe 
that clinics such as mine may be able to 
give internship training to dental gradu- 
ates. I have been told by the dean of 
whom I spoke that if I can assure him 
that we can give interns real training 
(not just use them as cheap help), he 
will provide me with all the interns I 
have room for. It is my idea that such an 
internship training would be part of our 
service to the community. For whether 
a man who finishes the internship con- 
tinues in clinical practice or goes into 
private practice, he will surely be a bet- 
ter dentist as a result of this training. 


CONTROL OF QUALITY 


The controls over the quality of work 
which we have set up serve both as part 
of our education and training and as a 
protection to our patients. We have two 
kinds of “built-in” quality control at the 
clinic. First, all men are continually hav- 
ing their work observed by their fellow 


dentists. Second, there is a checkout 
system. Completed work in all depart- 
ments is checked out by the department 
head, the clinic director or myself. A 
third control over the quality of our 
work comes through our association with 
the American Dental Association. The 
local component of the Association fur- 
nishes to the board of trustees of the 
welfare fund a list of dentists who are 
willing to serve as examiners. From this 
list the trustees select three men at ran- 
dom. At least once a year they inspect 
work in progress both in the operating 
rooms and in the laboratory and submit 
their report to the board. 

A final check on the type of service 
we provide is one in which I am deeply 
interested. At intervals during the year, 
one of the universities sends to the clinic 
a specialist trained in personnel work. 
This man talks with patients concern- 
ing their feelings about the office, the 
dentists, the assistants and the clerical 
staff. In this way we learn things about 
ourselves which otherwise we might 
never know. 

I am aware of the fact that some work 
at the clinic does not come up to my 
standards of excellence. However, I am 
also aware that we can work up only to 
the level of ability of the professionals 
trained by our universities and licensed 
by our own state. This level of ability 
we are constantly striving to improve. 


DEMAND FOR SERVICES 


Another administrative problem is meet- 
ing the demand for services. Until April 
1959, the clinic provided services to each 
subscriber and one designated depend- 
ent, about 20,000 in all. These people 
were served by 15 dentists working a five- 
day, 40 hour week. In March 1959 a new 
union contract provided additional funds 
for dental services. The union member- 
ship decided to use these added funds 
to care for all dependents. The num- 
ber of our potential patients was nearly 
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doubled, most of the added ones being 
children. Since we did not have physical 
facilities for more staff and could not 
expand the existing facilities, we had to 
meet the problem by keeping the clinic 
open five evenings a week and on Satur- 
days. This has, of course, required the 
adding of more personnel in all depart- 
ments. The increased patient load has 
in no way depreciated the amount and 
quality of the services we give per pa- 
tient, but it has meant a stretching out 
of the time between appointments. 


COMMENT 


The Culinary Dental Plan has been dis- 
cussed at some length: how it is set up 
and the administrative problems of the 


selection of personnel, the education and 
training of personnel, the supervision of 
the quality of work and the meeting of 
the demand for services. Is such a plan 
an answer to the questions raised by the 
subject of this conference? Are we dem- 
onstrating the value of dental care as a 
health service? Are we solving the prob- 
lem of its equitable distribution? For one 
segment of the population, in one geo- 
graphic setting, the answers must be 
“yes.” Whether this solution is applicable 
to all economic and geographic situa- 
tions, I cannot say. 

3969 Beverly Boulevard 


Presented before the Eleventh National Dental Heaith 
Conference, American Dental Association, Chicago 
April 25-27, 1960. 


GROUP PRACTICE OWNED BY A PARTNERSHIP USING 
SOME SALARIED DENTISTS AND CONTRACTING DIRECTLY 
WITH PURCHASERS OF GROUP DENTAL CARE 


Max H. Schoen, D.D.S., Wilmington, Calif. 


One of the more noteworthy characteris- 
tics of the group with which I am affili- 
ated is the fact that it has a contract 
with the International Longshoremen’s 
and Warehousemen’s Union-Pacific Mar- 
itime Association Welfare Fund to han- 
dle the service plan part of its dental 
program for children of union members 
in the Los Angeles harbor area. This 
program is well known and has been 
reported on at great length in dental 
journals as well as elsewhere. Therefore, 
the mechanics of its functioning will not 
be discussed here. 

Less generally known is the fact that 
we are a partnership organization with a 
large private practice, comprising about 


60 per cent of the total volume of serv- 
ice rendered, which has no connection 
with the afore-mentioned welfare fund 
except for our contract. We also have 
recently negotiated an adult dental pro- 
gram with members of Local 170 of the 
Sheet Metal Workers and their employer, 
American Metals Company. This pro- 
gram is scheduled to get under way on 
June 1. 

The history of and statistics on the 
group are necessary in order to establish 
a proper frame of reference for the 
discussion that follows. It was started by 
me on December 1, 1954 in order to 
meet the terms of the contract with the 


ILWU-PMA Welfare Fund. The staff 
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consisted of two full-time and two part- 
time dentists, a business manager, a 
part-time hygienist and six assistants and 
office personnel. 

Today, five and one-half years later, 
we have two offices with seven full-time 
dentists, four of whom are partners; one 
part-time dentist; two full-time and one 
part-time hygienists; a business manager ; 
nine assistants, one of whom takes roent- 
genograms; seven office and clerical 
people, and three laboratory technicians, 
making a total of 29 full-time and two 
part-time people. 

The main office—two remodeled stores 
—has ten operatories plus an x-ray room 
and is now too small for us. We are in 
the process of considering building our 
own structure. The second office has 
three operatories, with a fourth being 
outfitted, and an x-ray room. 

All personnel receive salaries, rather 
than percentages, including the partners. 
Dentists’ incomes vary from $11,900 per 


year to about $18,000 for partners. The 
part-time dentist, an orthodontist, re- 
ceives $75 per day. Full-time dentists 


receive two weeks’ vacation the first 
year and three weeks thereafter until 
they become partners, at which time 
their vacation is increased to four weeks. 
Sick leave for dentists is two weeks per 
annum. All dentists must either be mem- 
bers of the dental society or eligible for 
membership. Time is provided to all 
dentists to attend courses and conven- 
tions, and we expect the time to be used. 
The partners are provided with life and 
with health and accident insurance, but 
this does not extend to other personnel 
as yet, although all employees and their 
families are covered by Kaiser Health 
Plan A coverage. The hygienists make 
$7,000 per year for a four-day week and 
receive from two to four weeks’ vacation. 
The salary scale for assistants and office 
people ranges from $61.87 to $100 per 
week. The two laboratory technicians 
make $175 per week and the laboratory 
assistant makes $95 per week. These em- 
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ployees receive two weeks’ vacation after 
one year and three weeks after three 
years. Sick leave is nine days, and there 
are nine paid holidays. Except for labora- 
tory costs, all employees receive full den- 
tal coverage and their families receive 50 
per cent coverage. The work week is five 
7% hour days. If courses are applicable, 
auxiliary personnel are urged to attend at 
our expense. 


ADVANTAGES IN GROUP PRACTICE 


Why are we in group practice? More 
specifically, why do we like group pre- 
paid programs? And what are some of 
the problems? 

Group practice can have advantages 
for both dentist and patient and both 
have to be considered. 

As far as the dentist is concerned, 
one very important advantage might be 
termed “security” or “stability.” Under 
this heading come relatively easier and 
more regular vacations. The practice is 
protected during periods of absence of 
any one of us. Expenses go on, but so 
does production. Emergencies can be 
handled without elaborate referral ar- 
rangements. Protection during periods 
of illness, during absence for postgrad- 
uate study or during attendance at con- 
ventions all fit in a similar category. This 
does not mean that solo practitioners do 
not enjoy similar benefits—it is just that 
it is easier for us. Under “security” comes 
the future potential of retirement bene- 
fits and, short of complete retirement, the 
possibility of easing off without cata- 
strophic reduction of income. We also 
feel we are better able to weather possible 
recession periods. Our large patient load, 
coupled with the flexibility of a fair-sized 
organization, tends to avoid peaks and 
dips in volume of practice and, conse- 
quently, in income. 

We feel we are better dentists as a re- 
sult of our association than we would 
have been if we had remained in solo 
practice. In a sense we look over each 
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other’s shoulders constantly, and both 
formal and informal consultations are 
carried on all day long. Even though most 
of us are general practitioners, the group 
situation has enabled us to develop areas 
of special interest which complement each 
other. The field of dentistry is becoming 
ever more complex, and no one can be 
equally proficient in all areas. We have 
found our close relationship with ortho- 
dontists to be particularly rewarding. 
This applies not only to children’s den- 
tistry but also to adult care. 

Our time is better utilized. There is 
more opportunity to fill “dead time” 
caused by last-minute cancellations and 
changes. In addition, we can work more 
efficiently, inasmuch as we can afford 
auxiliary personnel trained in various 
fields. For instance, we have an assistant 
trained in x-ray technics utilizing an ex- 
tension localizer. The taking of a film is 
easy, does not remove our chairside as- 
sistant at the wrong time, reduces radia- 
tion and gives us a better picture than 
would otherwise be possible. A better pic- 
ture makes for a better and quicker diag- 
nosis. 

The patient’s benefits overlap ours. He 
also has “security” in that his dentist’s 
associates, who can be assumed to have 
similar methods of practice, are avail- 
able to fill in in emergency. The absence 
of his own dentist is not as serious a 
problem as it might be, even if only for 
ready availability of case history and 
records. 

Group practice has the potential of 
giving the patient a better service. Con- 
sultation is much easier and does not in- 
volve the time and expense of rushing 
around to different offices. Coordination 
is more easily accomplished when the 
care of several specialists is tied in with 
a general practitioner and all work to- 
gether under the same roof. The tend- 
ency toward “fragmentation” re- 
duced. 

The presence of laboratory technicians 
is of advantage to the dentist and the 
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patient. The possibility of close supervi- 
sion and involvement of the dentist when 
an appliance is made is of obvious im- 
portance. The other aspect, that of the 
dentist’s understanding the technician’s 
difficulties, cannot be minimized. A die 
which shows a vague and uncertain mar- 
gin is easily appreciated when seen and 
permits an impression to be retaken be- 
fore the whole inlay has to be remade. 

Our involvement with prepayment is 
motivated by a feeling that with proper 
handling it can improve both the qual- 
ity and quantity of dental care. Prepay- 
ment through group purchase of dental 
care also tends to add to all the benefits 
of group practice mentioned previously. 
Our group, having both fee-for-service 
and prepayment, has a unique opportu- 
nity to examine the effects of both on the 
dentist and the patient. We have found 
that the removal of the direct financial 
relationship between dentist and patient 
has made it easier to perform good den- 
tistry. The patient is able to accept our 
diagnosis at face value much more read- 
ily. Our concern in saving a tooth, even 
though a lengthy procedure may be in- 
volved, is not questioned. We are not 
asked to remove the tooth in order to 
save money. Short cuts and compromises 
usually are not necessary. 

An organized prepayment program 
does more than remove the financial 
barrier to good and complete dental 
care. It makes it possible to institute 
a really regular recall system on a large 
group of people. Try as we might, we 
find that a significant percentage of 
our fee-for-service patients do not return 
regularly for a recall even though they 
continue as our patients on a more ir- 
regular basis. However, we see almost 90 
per cent of our prepaid patients quite 
regularly. The benefits of prepayment 
are illustrated best by the fact that in a 
typical year, July 1956 to June 1957, we 
had to extract only nine permanent teeth 
for reasons of disease among 1,634 chil- 
dren on maintenance. We extracted nu- 


3 

4 


NATIONAL DENTAL HEALTH CONFERENCE... VOLUME 62, APRIL 1961 © 37/395 


merous permanent teeth for orthodontic 
reasons, but these nine included teeth 
involved in accidents and with caries. 
Four of them were on one child, who 
is brought in only when he has a tooth- 
ache and we have not as yet been able 
to change the habit patterns of the fam- 
ily. A full understanding of the real value 
of this experience would require a follow- 
up on the children after they are no 
longer covered. For instance: Is there a 
significant change in dental health prac- 
tice? I hope such a study will be done 
shortly. 

Partnership is an essential part of our 
group. Even though one of us started 
the group in 1954, four of us are now 
equal partners. This equality applies to 
finances as well as a distribution of re- 
sponsibility and voting power. After a 
full-time dentist is with us for a long 
enough time (usually a year) and we are 
interested in this person as a permanent 
member of the group, we institute dis- 
cussions which we hope will lead even- 
tually to full partnership. Whether this 
works out or not depends on the wishes 
of both sides. Actually, we really con- 
sider the first year’s employment as a long- 
range probationary period, although the 
first 30 days are the official probation 
time. During this period, we check care- 
fully both the quality of the work and 
the relationship the dentist has estab- 
lished with the patients and their fami- 
lies. We try to ascertain general attitudes 
and approaches to see if they will fit in 
with ours. 

We hope that over the years our ap- 
proach will give us a stable organization. 
Even though the practice is that of the 
group as a whole, we assume patients do 
not like to switch dentists. Continuity is 
important to us, and we have found that 
changes of dental personnel, although 
few so far, have always been disturbing. 
Incidentally, we seem to be more upset 
than the patients. No matter how con- 
scientious a dentist is, if he does not have 
an organic stake in the practice over and 


above his salary, his mind will be actively 
concerned with his part-time office where 
he has to pay the rent and build the 
practice or with his potential future of- 
fice. We want all of our dentists to con- 
sider the group’s patients as theirs. 

As stated previously, we prefer the 
straight salary method of dentist remu- 
neration. We feel this has strengthened 
the unity of the group and helped to 
develop the practice as a group practice 
rather than several related practices. It 
also has contributed to the quality of 
care we render. The theory behind per- 
centage remuneration is that it stimulates 
diligence and intensity of work. This may 
be true, but a related fact is that dental 
fees are not properly proportioned ac- 
cording to difficulty and duration of the 
procedure. The most obvious examples 
are the undervaluing of diagnostic serv- 
ices and the overvaluing of removable 
partial prosthetic services. Since several 
specialties and special areas of interest 
are involved in dental care, we believe 
percentage payments would lead to lop- 
sided inequities and increase the tempta- 
tion to indicate treatment which would 
be more remunerative. The growth and 
stability of a dental practice is achieved 
in many ways, only one of which is chair- 
side production. 

A significant point about the prepaid 
program in which we participate is its 
comprehensiveness of coverage. Profes- 
sional opinion tends to favor co-payment 
approaches, but we have not found this 
to be true in our case. The five and one- 
half years of prepayment seem to have 
created a good, healthy, stable relation- 
ship with most of the families. A large 
percentage of the parents come to us for 
their care, even though they have to pay 
for it on a fee-for-service basis, and an 
equally large percentage of the children 
continue after they have passed the age 
limit. Most of the families have become 
very responsible patients who seem to 
value the service highly. Even though 
relatively large distances often are in- 
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volved, they make the trip. Broken ap- 
pointments, although always a nuisance, 
seem to be similar in number to those in 
many fee-for-service solo practice offices. 
The only time grievances seem to arise 
is when money is involved with the only 
real area of exclusion, that of orthodon- 
tics. This will be discussed in more detail 
later, but, to reiterate, we have found 
that complete coverage with no payment 
by the patient has tended to help the 
dentist-patient relationship and improve 
the quality of the dentistry. Nothing said 
here, however, should be taken to imply 
that we do not have unresponsive pa- 
tients in the program, it is just that they 
are few in number. 

Many of the generally accepted ideas 
about prepayment seem to arise out of 
experience with charity or public assist- 
ance programs. This is not a good com- 
parison, as the indications are that the 
whole relationship in such situations is 
not good and many of the attitudes we 
professionals bring into them help to 
create some of the bad atmosphere. Pre- 
paid programs are not assistance pro- 
grams, and we make a serious error if 
we transpose experiences from one type 
of program to the other. 

An important aspect of our group, 
which seems to make us somewhat 
unique, is the fact that we consider new 
personnel on the basis of ability and 
compatibility only, without regard to 
race, religion or national origin. As a re- 
sult, we are very heterogeneous up to and 
including the partnership. Aside from 
the fact that this situation increases the 
chances of getting topnotch people by 
broadening the field from which we 
choose and its basis in good American 
democracy, it also helps us with our pa- 
tients. By and large, patients prefer their 
professional relationships to be with peo- 
ple who are members of and reflect their 
community. The pedestal approach does 
not work any more, and we cannot be 
worlds apart. Los Angeles does not have 
a “majority” group, and we match the 
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melting pot community we _ practice 
in. Our patients have no difficulty in 
feeling comfortable and at home, and 
consequently there is less strain and a 
better, more trusting dentist-patient re- 
lationship. Incidentally, patients are not 
referred to dentists of their own nation- 
ality. I am referring solely to the total 
picture. 

One other overrated concern of den- 
tists is “free choice.” Although we par- 
ticipate in a dual-choice program, and 
always advocate one if possible, our. ex- 
perience seems to indicate that this point 
is not of great concern to most patients. 
They are far more concerned with the 
comprehensiveness of coverage and pos- 
sibilities of control, both financial and 
quality. It must be remembered that 
statistics indicate that in the past more 
people have chosen not to go to the den- 
tist at all, and only a very small minority 
have enough of a tie with a particular 
dentist to go regularly and get complete 
and routine care. In addition, are the 
criteria a patient uses in selecting a den- 
tist necessarily consistent with good qual- 
ity of care? 

Many dentists are concerned with the 
possibility of consumer interference with 
the practice of dentistry in these group 
puschase programs. Our experience has 
shown that nothing could be farther 
from the truth. The ILWU-PMA Wel- 
fare Fund and its representatives have 
shown their complete understanding of 
the difficulties of a professional relation- 
ship, particularly in a new setting, and 
have done their best to use educational 
and organizational channels to increase 
the union members’ appreciation of the 
values of dental care. They have always 
accepted our changes of fees and our 
various treatment proposals. As I have 
indicated earlier in this paper, we be- 
lieve wholeheartedly that the involve- 
ment of a welfare fund in the payment 
for dental services can enhance the 
relationship between the dentist and the 
patient. 
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PROBLEMS IN AND ILLUSIONS 
REGARDING GROUP PRACTICE 


Probably the biggest misconception that 
both laymen and dentists have is that a 
group practice is much more economical 
to run than a solo fee-for-service prac- 
tice. Most overhead costs are in salaries 
and, inasmuch as an efficient group in- 
creases the number of auxiliary person- 
nel, we can expect hourly operating costs 
to go up. This is balanced by the den- 
tist’s ability to work more efficiently and 
produce more dentistry, but unit cost 
has turned out to be pretty much the 
same as in solo practice. The slight sav- 
ings that may be made are not as im- 
portant as increased productivity, since 
the latter helps combat the shortage of 
dental manpower to some extent. 

As an office gets larger, the structure 
gets more complex. This expansion re- 
quires new approaches to organization 
and records. It is more than ten times as 


hard to go over 10,000 records as it is 
1,000. Memory does not work as well. 


Therefore, procedures involving time 
and, consequently, money have to be in- 
stituted. 

Another illusion related to cost is 
connected with adequate record-keeping 
and patient handling procedures. Al- 
though we do not think we are particu- 
larly stupid, we are now trying our fourth 
billing system and hope it will work. 
Part of this problem is caused by the 
dual nature of our practice and our in- 
terest in developing some worthwhile 
statistics. These activities do not seem to 
go together; what is advantageous for 
one makes the other more difficult. Al- 
though we prefer prepayment, we do 
not have extensive enough contracts to 
support a group large enough to give the 
advantages we want; therefore, we must 
continue in fee-for-service practice. 

Earlier, the salary system for dentists 
was mentioned as an advantage. It also 
has its problems. It is not easy to estab- 
lish a scale which will take into consid- 


eration experience as a dentist, seniority 
in the group and specialization in a field. 
As a matter of fact, we consider deter- 
mination of the salary scale one of our 
biggest unsolved problems. Remember, 
we not only have to satisfy the existing 
partners but the new dentists involved. 

The problems associated with the ex- 
clusion of orthodontics were touched on 
before. They might not be apparent to 
us if we did not provide the service. We 
do, because it renders our group more 
self-sufficient and also increases the num- 
ber of families who have the treatment 
performed. However, the switch from no 
payment to payment raises questions of 
cost and necessity. Also, there are some 
instances in which this exclusion affects 
the quality of dentistry adversely, other 
than the outright refusal to have treat- 
ment. For instance, in some children 
with congenitally missing bicuspids, the 
defect can be corrected beautifully by 
proper early orthodontic treatment; how- 
ever, if the family refuses, we feel obli- 
gated to replace the teeth with bridge- 
work. The cost may be similar, but one is 
covered and the other is not. There is no 
question in my mind as to which is better 
dentistry. 

It is generally thought that group 
practice is the mecca for dentists who 
do not want administrative responsibility 
or who “couldn’t make it” in private solo 
practice. Actually, the four of us who are 
partners have all had successful solo 
practices, but we were upset by having 
to compromise on care in order to suit 
a patient’s pocketbook. We have traded 
one set of administrative responsibilities 
for another which we prefer. A group 
practice in order to be successful must 
have the over-all participation of its den- 
tist members, and this over-all participa- 
tion can be achieved only by involvement 
in the running of the practice. In addi- 
tion, just because a dentist would rather 
separate himself from fee discussion with 
a patient does not in any way lessen his 
ability as a dentist. We too often equate 
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success with ability to run a small busi- 
ness. Perhaps it could be said that group 
practice offers the opportunity truly to 
become a professional. 

Another problem is that of formal 
quality control. The ILWU-PMA Wel- 
fare Fund had a committee examine the 
work on the children back in 1955 and 
evidently is satisfied that such a check 
was enough. Since then, we have gov- 
erned our own standards. They are hard 
to express specifically, but we adopt the 
approach of preserving teeth wherever 
possible. This approach includes pulp 
and root canal work on both children 
and adults. In general, where there is a 
choice, we tend toward fixed bridgework 
rather than partial dentures. We would 
rather do periodontal work, including 
gingivectomies and constant follow-up, 
than make immediate dentures. 

As mentioned, we check a newcomer 
rather thoroughly, but thereafter the 
controls are more informal and are car- 
ried on through “over the shoulder” look- 
ing, frequent consultations and osmosis. 
We do not believe this is really enough. 
It has never been shown that self- 
appraisal is adequate—usually, it is too 
biased. We, therefore, would like a yearly 
formal check by an outside committee 
if it could be worked out. Inasmuch as 
we are an independent practice, this 
procedure is not easy to accomplish. 

Lastly, it is often thought that having 
one’s own laboratory is particularly eco- 
nomical. This might be true if the group 
were large enough to warrant setting up 
a laboratory utilizing production-line 
technics. In this case, prosthetic costs 
could be cut substantially. However, we 
have found that the unit cost is the same 
as if we sent all our work out (we do 
send a substantial amount to commercial 


laboratories). The advantage of quality 
control, however, has been mentioned 
earlier. 

We think we can offer more proof 
of the various assertions and opinions 
given in this paper, but space does not 
permit examination of more than one 
topic in this fashion. We felt it would 
be better to survey the field and raise 
what we hope are many provocative and 
controversial questions. We do not think 
we have the only answer to dental prac- 
tice and dental care: ours is one way it 
can be done. It is one which we prefer 
and which our patients seem to like. 

615 North Avalon 
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GROUP PRACTICE OWNED BY A PARTNERSHIP, 
BUT CONTRACTING WITH PATIENTS AS INDIVIDUALS 


Edward Brisbin, D.D.S., Richmond, Calif. 


The subject “types of practice” is a broad 
one—this article will discuss only the 
“group practice” owned by a partner- 
ship, managed by partners and associates, 
each of whom is attracting and contract- 
ing with patients as individuals. 

A fact that should be remembered is 
that this is a “group of practices” and, 
as such, each dentist is building and is 
responsible for his own practice as 
though he were working alone. Each 
man, however, has the advantage that 
comes from sharing the same staff and 
facilities and the combined professional 
abilities of the rest of his associates. 

As a prelude to this discussion, the 
framework of our group in Richmond, 
Calif., will be described. Our group com- 
prises six men, five of whom are in gen- 
eral practice and one who limits his 
practice to children. Our staff is comple- 
mented by 24 additional members who, 
with the exception of the chair assistants, 
are working with the group as a whole. 
The original association began 20 years 
ago and has been stabilized for the last 
few years as a group in which three of 
us are partners and three are associates. 

Our policy regarding a new associate 
would include the following qualifica- 
tions: that he was in the top one third 
of his class in dental school, that he has 
demonstrated his ability to work well 
with others, that he is agreeable to our 
general office policies and that he will 
live in the community in which he prac- 


tices and take part in civic activities ac- 
cording to his personal interests. 

Other than the usual provision of part- 
nership agreement, our structure pro- 
vides for the inclusion of an associate as 
a partner after he has worked with the 
group for a period of five years. The 
agreement is a simple one but provides 
the assurance that as each associate be- 
comes a partner, he has proved that he 
can work successfully with others. He 
has demonstrated that he can assume 
necessary responsibilities properly and 
that he is true to those obligations we 
all have to our patients, our partners and 
our associates, to the public in general, 
and to the dental profession as a whole. 

The first year or two of association is 
not easy. The local reputation of the 
group is a help in getting an associate 
started, and initially his patients will 
come as emergencies and as overflow 
from established members of the group. 
At the end of this period, however, he 
will be enjoying his own almost com- 
pletely referred practice. 

I should explain here what happens 
when a new patient comes into the of- 
fice. If he asks for or has been referred 
to a specific member of our group, he 
will become a part of the practice of 
that dentist. If there has been no partic- 
ular referral or request, he will be given 
an appointment with the dentist who 
has the first opening on the appointment 
book and will remain as a part of his 
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practice. Unless requested in the form of 
consultation, no other member of the 
group will enter the contract between the 
patient and dentist regarding diagnosis, 
treatment plan, case presentation or com- 
pletion of treatment. 

One of the interesting facts about the 
type of group I am discussing is that 
many patients come to “an address.” 
This address has been identified in their 
minds as a “good place” to receive den- 
tal care. They do not ask for any specific 
dentist. This may disturb our professional 
ego a bit—but it is true. 

What is the basis of remuneration in 
this type of group, for there is no salary 
and no guaranteed minimum? An asso- 
ciate must begin as he would if he were 
alone, increasing his income as he builds 
his practice. Also, one of the questions 
arising regarding group practice is how 
can differences in efficiency and effort 
be rewarded or equitably adjusted? We 
feel that the same drive that sustains a 
dentist in his solo practice will sustain 
him in the group if his net income is 
based on a percentage of his gross pro- 
duction. 

If a dentist elects to work efficiently 
ten hours a day, six days a week, his 
efforts will be rewarded in just propor- 
tion. If he should desire to take a six 
weeks’ vacation, he will bear the major 
brunt of loss of income, and the group 
will suffer only a minor share. 

In our group, each dentist, whether 
he be partner or associate, is remuner- 
ated monthly by exactly the same for- 
mula, that being as was mentioned ear- 
lier, a percentage of his gross charges less 
a percentage of credit losses and labora- 
tory and assistants’ costs. The financial 
difference between a partner and an as- 
sociate is that any profits or losses be- 
yond this monthly formula are shared 
by the partners only. 

How do we form office policy? 

Industry and large businesses describe 
general forms of organization and lines 
of responsibility as being either “verti- 
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cal” or “horizontal.” These terms are 
self-defining. In the vertical form, the 
lines of responsibility run upward toward 
greater power and most policy is gener- 
ated at the top. Our group would be an 
example of the horizontal form of organ- 
ization in which each individual is called 
on to help establish general office policy 
and, in turn, accepts the responsibility 
for executing his share of decisions made 
by the group. I will repeat: the forma- 
tion of general office policy is established 
by all the dentists in the group. 

We have a definite program of sched- 
uled meetings at which time office policy 
is created and discussed. We have found 
that a 45 minute period once a week is 
sufficient to discuss any problems that 
may have arisen and also serves as a 
means of keeping those problems small 
and under control. 

A longer meeting with the complete 
staff is held once every three months in 
which situations relating to the improve- 
ment of our dental health services to the 
patient are discussed as well as our gen- 
eral staff efficiency and professional de- 
portment. These meetings are prepared 
with a planned agenda and are chaired 
by one of the six dentists on a rotating 
basis. 

Semiannually, the partners meet with 
a consultant to discuss facts and figures 
and how they pertain to successful man- 
agement of the business side of the prac- 
tice. We also meet annually to review 
and revise, if necessary, our partner and 
associate legal agreement. So much for 
policy making and management. 


METHODS OF SUPERVISION AND 
QUALITY CONTROL 


Over the period of years in working with 
quite a number of associates, we have 
never felt the need for supervision or 
for concern for the quality of dental 
service that was being rendered. As has 
been mentioned, each associate has been 
at the top of his class in school and in 
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nearly all instances has had additional 
postgraduate training such as internships, 
military and Public Health Service ex- 
perience and successful private practice. 
Every day, each man in our group takes 
pride in demonstrating to the others in 
some form or other his professional skill 
and ability. There are consultations daily 
regarding diagnosis, treatment planning 
and technic. The taking of postgraduate 
courses is not only encouraged but the 
courses are paid for by the group and are 
being taken continually. The highlights 
of each course and additional scientific 
literature are brought formally to the 
group once a month in the form of a 
journal or of a study club meeting. 

I call this feeling of pride and enthu- 
siasm, this demonstration of skill, this 
ability to help and complement one 
another within the entity of a group, 
our built-in quality control, for we have 
no “Colonel” peeking over our shoulders 
and are responsible to no one except 
ourselves and for the obligations we ac- 
cept as servants of the public. 

To be as objective as possible in this 
study, an awareness of the disadvantages 
of this type of group practice is impor- 
tant. As the size of any group increases, 
so will the problems of management. 
With a large staff, it becomes necessary 
to separate management problems into 
categories, such as personnel, credit, 
supplies, bookkeeping and maintenance. 
One of our greatest difficulties has been 
in attempting to equalize the sharing of 
these responsibilities. Time is a great help 
in showing in which of these facets of 
management an associate will take a 
special interest. And it is a particular de- 
light when an associate expresses his will- 
ingness to assume responsibility. Until 
that occurs, there is a tendency for the 
partners to shoulder the greater share 
of the load. Along the same line, the re- 
luctance of a partner to release some of 
his responsibilities or to ask for help from 
his associates can be an equal fault. This 
can be corrected only by constant study, 
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by attempting to fit the job to the asso- 
ciate’s personality and by increasing his 
desire to contribute, 

Another problem is created when a 
dentist deviates grossly from set office 
policy. We spend hours determining 
what our policy should be regarding fees, 
contracts with patients, credit and per- 
sonnel management, and we find that 
every one of us will break the rules more 
than once during the week. It is also 
possible for these deviations to become so 
flagrant and office policy to be so ignored 
that an associate can no longer work 
compatibly with the group. The diffi- 
culties arising from this situation are 
obvious. 

Another disadvantage might be the 
loss of individual identity that the pub- 
lic associates with a professional man in 
private practice. The dentist in a group 
always gives up some of his autonomy 
and must submerge some of his own ideas 
for the sake of a policy arrived at by the 
group as a whole. 


CONCLUSIONS 


At this point, my mind turns to the ad- 
vantages of our type of group practice, 
and I know I will not be completely 
objective in my conclusions. First of all, 
I believe that identity with a group that 
enjoys an excellent local and national 
reputation is a source of justifiable pride. 
Then, before each one of us continually 
is the challenge that every dentist in solo 
practice has: that of maintaining a high 
standard of public relations which is the 
foundation of building any successful 
private practice. Each of us is proud of 
what we have built by our own efforts 
and jealous, too, for as I have mentioned, 
there is no exchange of patients except 
for emergency care. We have built pri- 
vate practices within the group and 
intend that they shall grow and be pro- 
tected. 

We are also most secure in our knowl- 
edge that during one man’s absence, 
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either for a short period or for a length 
of time, such as military service, his 
practice will be properly cared for and 
ethically returned to him when he comes 
back. 

Someone said “An institution is but 
the lengthening shadow of one man.” 
This is usually very true in dental groups 
at the start, but as the group grows 
the shadows of many men merge to 
strengthen that institution. 


Sixty patients were examined for signs of 
tooth to tooth contact in eccentric posi- 
tions of the jaws. Of 1,540 teeth ex- 
amined, 1,309 (84 per cent) exhibited 
wear facets. The exact cause of tooth to 
tooth contacts has not been established. 
Occlusal equilibration technics and re- 
constructive dentistry should produce 
harmonious eccentric contact as well as 
good centric occlusion. 


The classic concepts of occlusal equilibra- 
tion pioneered by Box,' Schuyler,? and 
Sorrin® have been severely challenged in 
recent years. Some claim that the teeth 
do not meet when chewing except during 
deglutition.* Tooth to tooth contact in 
eccentric positions of the jaws is attrib- 
uted to bruxism and dismissed as a minor 
problem. 

If this theory is accepted as the truth, 
then occlusal equilibration’*.** would 
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The prevalence of tooth contact in eccentric 
movements of the jaw: its clinical implications 


Lawrence A. Weinberg, D.D.S., Brooklyn, N.Y. 


Last, and to me the greatest advan- 
tage of all, is the spirit of fraternity that 
binds our group together and makes the 
practice of dentistry a thing of great joy. 
Truly I can say as I greet my associates 
in the hall every morning, “It’s going 
to be a great day!” 

2500 Bissell Avenue 


Presented before the Eleventh Nationa! Dental Health 
Conference, American Dental Association, Chicago 
April 25-27, 1960. 


consist of preliminary grinding and cen- 
tric correction only. All attempts to im- 
prove eccentric contact in complete den- 
tures and complete mouth reconstruction 
would be superfluous; fixed and remov- 
able prostheses could be constructed on 
a simple hinge articulator. Accurate imi- 
tation of certain eccentric condylar move- 
ments with the gnathoscope® and all at- 
tempts to learn more about the various 
guidances of mandibular movements!®!* 
might be viewed as academic with little 
practical value. 

The object of this article is to examine 
the extent of tooth to tooth contact in 
eccentric positions. If the majority of 
patients exhibit these contacts then the 
goal in therapy must be to provide an 
equilibrated occlusion in centric and in 
eccentric positions. 

Tooth to tooth contact, when the jaw 
is in eccentric positions, creates a sharply 
delineated area of wear commonly re- 
ferred to as a “wear facet.” These wear 
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facets are located on the tooth surfaces 
related to working, balancing, and pro- 
trusive excursions. Sometimes they occur 
as a result of atypical individual habits. 
Sharply delineated wear facets should 
not be confused with the rounding effect 
of food abrasion. 

The majority of eccentric wear facets 
occur as a result of occasional occlusal 
contact or habitual bruxism. The teeth 
can penetrate a soft bolus but, for the pur- 
poses of this paper, it is not important 
whether the teeth actually penetrate the 
bolus. The important fact is that if ec- 
centric wear facets are present they re- 
flect actual tooth to tooth contact. 


METHOD 


A random selection of 60 patients having 
at least 20 contacting teeth was used as 
a preliminary requirement; the patients 
were not selected on the basis of the exist- 
ence or absence of periodontal disease, 
although the information was recorded 
in the observations. Study casts and a 
full mouth series of roentgenograms were 
made of each patient in the study. The 
number of patients showing signs of ec- 
centric wear facets was recorded as well 
as the number of teeth exhibiting eccen- 
tric wear facets (see table). 

For comparative purposes the number 
of working side and balancing side facets 
was recorded separately. The occlusal 
portions of the cusps are described as the 
buccal or lingual cusp inclines; the buccal 
and lingual surfaces of the cusps are de- 
scribed as the buccal or lingual slopes. 
Working side facets occur when the lower 
buccal slope contacts the upper buccal 
cusp incline and the lower lingual cusp 
incline contacts the upper lingual slope. 
Balancing side facets occur when the 
lower buccal cusp incline contacts the 
upper lingual cusp incline. 

The periodontal conditions were classi- 
fied as: (1) normal, (2) gingivitis, (3) 
bone loss up to one third of the root 
length, (4) bone loss up to one half of 
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the root length, (5) bone loss up to two 
thirds of the root length. 

Each patient was asked if he was aware 
of clenching or grinding his teeth. 


OBSERVATIONS 


Of the 60 patients used in this study, 59 
(98.3 per cent) showed some signs of 
tooth to tooth contact in eccentric posi- 
tions. A total of 1,540 teeth was examined 
and 1,309 (84 per cent) exhibited eccen- 
tric wear facets. 

Working side facets were observed on 
822 teeth and 414 teeth exhibited balanc- 
ing side facets. Thus there were approxi- 
mately half as many wear facets on the 
balancing side as on the working side. 

A history of each of the 60 patients 
revealed that 48 were aware of occa- 
sional occlusal clenching, or gritting or 
rubbing the teeth together. Only two pa- 
tients reported an awareness of habitual 
clenching and bruxism. The remaining 
ten patients denied any knowledge of 
tooth contact other than during the swal- 
lowing and chewing of food. 

The periodontal condition of each pa- 
tient was noted for general information. 
The conditions varied from normal gin- 
gival tone through bone loss up to two 
thirds of the root length. The etiology of 
periodontal disease is too broad to per- 
mit any conclusions about its relation to 
bruxism on the basis of this study. 


DISCUSSION OF OBSERVATIONS 


Fifty-nine of the 60 patients studied (98.3 
per cent) showed sharply delineated wear 
facets caused by tooth contacts when the 
jaw was in eccentric positions. Some teeth 
exhibited more wear than others as well 
as multiple facet formation caused by 
protrusive as well as lateral movements. 
No attempt was made to classify the 
degree of wear of the facets in relation 
to missing teeth, age, or emotional factors. 

A similar preliminary report on 40 pa- 
tients'* revealed that 39 had evidences of 
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Table © Observations made in study of tooth contact in eccentric positions 


Patient Occasional No. of No. of teeth Working side Balancing Periodontal 
no. bruxism teeth with facets facets | side facets | condition 


yes 28 26 12 Ys bone loss 
yes 29 29 14 4 bone loss 
yes 25 12 8 gingivitis 
no 26 26 10 Ys bone loss 
yes 27 27 12 gingivitis 
yes 30 26 12 gingivitis 
yes 28 21 16 gingivitis 
yes 18 ¥3 bone loss 
yes 28 gingivitis 
no none gingivitis 
yes 20 gingivitis 
no 26 ¥3 bone loss 
yes 20 Vs bone loss 
yes 26 Ys bone loss 
yes 12 (anterior) '4 bone loss 
yes ¥3 bone loss 
yes gingivitis 
no '4 bone loss 
yes “3 bone loss 
yes Vz bone loss 
yes Ys bone loss 
no Ys bone loss 
yes Yo bone loss 
no . Ys bone loss 
no Y2 bone loss 
yes normal 
yes Y3 bone loss 
yes bone loss 
yes Ys bone loss 
yes bone loss 
yes Ys bone loss 
no normal 
yes normal 
no gingivitis 
yes gingivitis 
habitual gingivitis 
yes Ys bone loss 
yes vincent's 
yes gingivitis 3 
yes gingivitis 
yes gingivitis 
yes Ys bone loss 
yes Ys bone loss 
yes gingivitis 
no Ys bone loss 
yes gingivitis 
yes gingivitis 
yes Ys bone loss 
yes Ys bone loss 
yes Ys bone loss | 
yes Ys bone loss 
yes gingivitis 
yes Ys bone loss 
yes gingivitis 
yes Ys bone loss 
habitual gingivitis 
yes — Ys bone loss 
yes gingivitis 
yes 2 bone loss 
- Vs bone loss 


COON — 


10 
12 
13 
14 
15 
16 
: 17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
28 
40 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
Total 1,560 1,309 822 414 
} 


tooth to tooth contact in eccentric posi- 
tions. If both reports are combined, 98 
of the 100 patients examined showed evi- 
dence of tooth to tooth contact in eccen- 
tric positions; 83 per cent of the total 
2,656 teeth examined had one or more 
eccentric wear facets. 

The evidence indicates that a majority 
of patients have tooth to tooth contacts 
in eccentric positions. It is reasonable to 
conclude that therapy, whether it is peri- 
odontal or reconstructive, should provide 
harmonious eccentric relationships. Re- 
construction should be performed with 
the aid of an adjustable articulator of 
choice followed by occlusal adjustments 
in the mouth as necessary. 

Forty-eight of the 60 patients indi- 
cated that they were aware of occasional 
occlusal clenching or grinding or both. 
Ten denied any knowledge of even occa- 
sional clenching or grinding although they 
exhibited eccentric wear facets. Only two 
patients admitted habitual clenching and 
grinding. It was not objectively deter- 
mined if the patients that admit to occa- 
sional clenching are prone to habitual 
bruxism. Therefore, it cannot be said that 
the eccentric wear facets observed in the 
majority of the patients were due to ha- 
bitual bruxism. 

Many more patients should be exam- 
ined to substantiate a trend that was ob- 
served. Although the working side facets 
were widely distributed, these contacts 
most often included the cuspid and bi- 
cuspid teeth. Extreme lateral movements, 
past the cusp heights posteriorly, resulted 
in only cuspid contact on the working 
side. Fewer balancing side contacts were 
observed than on the working side. It 
may be significant that a larger number 
of balancing contacts were evident than 
is commonly accepted as the average. 
These balancing side contacts often in- 
cluded the second and third molars. 

During the extended lateral range of 
motion, past the posterior cusp heights, 
the working side cuspid contact may pro- 
tect the patient from: (1) continued in- 
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terceptive contacts in the second and 
third molars on the balancing side, (2) 
temporomandibular impingement during 
the anteromedial movement of the con- 
dyle on the balancing side and (3) muscle 
complex imbalance (entire mandibular 
musculature) due to excessive lateral ex- 
cursions in a horizontal transverse plane. 
Cuspid contact during the extended 
range of lateral excursions does not con- 
tradict the idea of equilibrated contacts 
in lateral excursions through the normal 
range of motion. It also does not imply 
a cuspid protected occlusion during all 
ranges of lateral excursions. The nor- 
mal range of the lateral bruxism type 
of movement is from centric occlusion to 
the molar cusp height. Deviation from 
this motion would be considered an 
atypical individual habit pattern. 

Interceptive contacts on the balancing 
side can mechanically produce greater 
torque than when they occur on the 
working side.’* These added forces asso- 
ciated with bruxism may contribute to 
periodontal disease™!* and temporo- 
mandibular dysfunction. 


CONCLUSIONS 


On the basis of the patients studied, it 
is thought that some distinction should 
be made between the etiology and effect 
of occasional and habitual clenching and 
bruxism. A majority of patients show 
eccentric wear facets which indicate ec- 
centric occlusal contacts. The exact cause 
of these tooth to tooth contacts has not 
been established although occasional 
clenching and bruxism movements seem 
to play a major role. Occlusal equilibra- 
tion technics and reconstructive dentistry, 
therefore, should produce harmonious 
eccentric contact as well as good centric 
occlusion. 
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Looking ahead in pedodontics 


Ralph E. McDonald,* D.D.S., M.S., Indianapolis 


Interest in dentistry for children will con- 
tinue to rise and will be reflected in 
changes in undergraduate, graduate and 
postgraduate education. The pedodontist 
will assume more responsibility for minor 
tooth movement and orthodontic preven- 
tive procedures. Preventive procedures to 
control caries and inflammatory changes 
in the gingival and supporting tissues will 
be widely accepted. Research in pedo- 
dontics already encompasses almost all 
aspects of dentistry. There is a pressing 
need for expanded clinical research, par- 
ticularly in such subjects as child be- 
havior, oral habits, the reaction of teeth 
to traumatic injury, and periodontal dis- 
ease in children. 


In an incredibly short time, slightly over 
30 years, the practice of dentistry for 
children has grown and has become rec- 
ognized as one of the most important, 


if not the most important, responsibility 
of the dental profession. The founders of 
the first organization in pedodontics, The 
American Society of Dentistry for Chil- 
dren, could not have foreseen in 1927 
such phenomenal growth and _ recogni- 
tion of this part of the practice of den- 
tistry. It is difficult, therefore, to discuss 
“Looking Ahead in Pedodontics” without 
perhaps being unrealistically conservative 
in estimating what the accomplishments 
will be in the future. 

Dental caries continues to be the num- 
ber one problem in dentistry, and in 
everyday practice this problem should re- 
ceive major attention, not only from the 
standpoint of restorative procedures, but 
in preventive procedures designed to re- 
duce the problem. Many studies!* have 
been conducted recently to determine the 
dental needs of children and young 
adults. Almost without exception, these 
surveys show that the dental caries prob- 
lem is still acute. 

Dental caries begins at a very early 
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age and continues to be prevalent even 
in individuals in excellent health. Such 
data might be interpreted by some to im- 
ply that the profession is failing, through 
restorative, preventive and educational 
measures, to solve the dental health prob- 
lem of the population. 

There are a number of recent encour- 
aging reports,*:° however, which indicate 
that progress is being made. A reduction 
in dental needs is occurring in locales 
where active educational programs, in- 
cluding regular surveys conducted by the 
dental society, are carried out. There is 
indisputable evidence that communal 
fluoridation®:* and topical fluoride appli- 
cation®® will reduce the dental problem. 
The problem of providing dental care for 
the child population, however, continues 
to be a staggering one. 

The prediction’® by some that a major 
change in the treatment problem will 
occur within the next ten years, since the 
caries problem will have been brought 
under control, is one that makes interest- 
ing reading and gives some practitioners 
the complacency which they seek. A sig- 
nificant reduction in dental needs, name- 
ly, in the prevalence of dental decay 
among school children, may come within 
the lifetime of some practitioners, but the 
reduction will be a gradual one and will 
become a reality only if all of the pre- 
ventive measures available continue to 
be utilized. A gradual reduction in dental 
needs will be reflected in the future only 
if the growth in available dental service 
is sufficient to keep pace with the pre- 
dicted population trends and, further- 
more, only if methods of increased effi- 
ciency in office routine are adopted. 

Interest in dentistry for children will 
continue to rise. Young parents today 
generally realize the importance of early 
and adequate dental care for their chil- 
dren. In the future, parents may be ex- 
pected to demand not only dental care 
for their children, but a wide scope of 
health services with special emphasis on 
preventive measures. Such increased pub- 
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lic and professional interest will make its 
impact on dental education, and the great 
strides which have been made in the im- 
provement of pedodontic education will 
continue to take place as the demands 
for complete dental care for children put 
increased emphasis on pedodontics. 


PEDODONTICS IN 
DENTAL EDUCATION 


It is interesting to review the number of 
undergraduate clock hours devoted to 
various areas of the dental curriculum.'' 
In 1934 the curriculum survey commit- 
tee made no recommendations relative to 
the number of hours that should be de- 
voted to the teaching of pedodontics. At 
that time students received some instruc- 
tion in this area, but it was customarily 
included in the operative dentistry course. 
In 1941-42, the committee recommended 
that 2.33 per cent of the undergraduate 
student’s time be devoted to the theory 
and practice of dentistry for children. By 
1958-59, this had been increased to 4.18 
per cent, an increase of 80 per cent in a 
17 year period. The time now devoted 
to pedodontics compares favorably with 
that recommended for most of the other 
clinical disciplines. 

During the past several years there has 
been an increasing interest in graduate 
and postgraduate study in dentistry, both 
on the part of dentists interested in pre- 
paring for specialty board examinations 
and on the part of practitioners interested 
in extending or bringing up-to-date their 
earlier dental school training.’* For the 
benefit of those interested in preparing 
for examination before a recognized den- 
tal specialty board, it should be pointed 
out that either graduate or postgraduate 
programs are acceptable to the boards 
and that an advanced degree such as an 
M.S. or M.S.D. is not required except 
in the field of dental public health. 

There are 250 graduate programs cur- 
rently being offered in 30 areas of the 
dental curriculum. Graduate programs 
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are being offered in at least some areas 
by 74 per cent of the dental schools. 
During the past two years there has been 
a trend toward increased emphasis on 
graduate study with a 21 per cent in- 
crease in the number of programs.'* The 
growth in pedodontic graduate and post- 
graduate programs has been equally 
spectacular. At the present time there 
are 18 pedodontic graduate programs, 
and there are at least 17 schools or clinics 
where postgraduate training in pedo- 
dontics is available.'* In 1948 and 1949 
there were only seven graduate programs 
available to those who were interested in 
advanced study for the purpose of prac- 
ticing or teaching the specialty, and only 
11 schools or clinics offered postgraduate 
training.'® 

The establishment of formal standards 
for graduate and postgraduate programs 
has been considered by the Council on 
Dental Education, and the Council has 
shown considerable interest in the de- 
velopment of such standards.’* Perhaps 
in the future, these standards will be 
established through joint action of the 
Council and the specialty board. It is 
logical to assume that it will become a 
responsibility of the Council to establish 
an accreditation program for graduate 
and postgraduate programs in pedo- 
dontics as the Council has done for in- 
ternship and residency programs. 

The internship is one of the oldest 
forms of continuing education in pedo- 
dontics. An internship, as defined by the 
Council on Dental Education, is a form 
of professional education beyond the un- 
dergraduate level which offers special 
opportunity for advanced clinical experi- 
ence and additional training in the 
sciences basic for dental practice. The 
Council has approved nine pedodontic 
hospital internships and four residency 
programs.'® These programs offer an ex- 
cellent opportunity for the graduate who 
wishes more experience in clinical pedo- 
dontics and plans to include children in 
his practice. An internship may be con- 


tinued over a period of time sufficient 
to satisfy the time requirement for the 
American Board of Pedodontics. In the 
years to come there will be increased em- 
phasis given to the formal graduate pro- 
gram, a program particularly designed 
for those who plan to limit their practice 
to pedodontics or enter the field of teach- 
ing and research. 

The average single dental student liv- 
ing away from home while attending 
dental school must plan to spend ap- 
proximately $11,800 for the four-year 
school program.'® If he chooses to con- 
tinue his education and enroll in a formal 
graduate or postgraduate course, he must 
spend an additional $3,000 to $4,000, 
and his ability to help himself financially 
is extremely limited while he is in the 
undergraduate dental program. The ever- 
increasing cost of a dental education is 
of great concern to many educators, par- 
ticularly those who are trying to recruit 
exceptional students for programs of con- 
tinuing education. 

In recent years educators have had to 
“sell” dental students on the extended 
postdental school program. The lure of 
an easily established and lucrative prac- 
tice with its immediate advantages has 
competed with the desire to continue 
one’s education. The attendant financial 
burden of graduate and postgraduate 
education, however, has discouraged an 
equal number. Fortunately, financial aid 
is now available to a limited number of 
students, and in the future, exceptional 
students will have access to a greater 
number of loans, fellowships and grants 
to facilitate the continuation of their 
programs. 

The United States Public Health Serv- 
ice has announced its postdoctoral fel- 
lowship program and the special research 
fellowships. Individuals in graduate work 
in pedodontics may consider both pro- 
grams, depending on their personal ob- 
jective. These programs will grow as the 
pedodontic graduate divisions develop 
and as facilities become available to ac- 
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cept students under such a program. It 
is quite feasible for a student to conduct 
grant-supported research or to undertake 
a program of research training and at 
the same time complete his specialty 
board requirements. 

Funds in the form of fellowships sup- 
ported by the United Cerebral Palsy 
Foundation, the Heart Foundation and 
the Fund for Dental Education are just 
a few that are now available and will 
continue to be available in increased 
numbers. 

In the future, pedodontic education 
will not be acquired on a “catch as catch 
can” basis. The development of state 
specialty boards and increased respon- 
sibilities on the part of the American 
Board of Pedodontics and the Council on 
Dental Education will permit the dentist 
to establish himself as a specialist only 
if he has satisfied educational and tenure 
requirements. 


PRACTICE OF PEDODONTICS 


The population of the United States will 
increase by one third between now and 
1975. This will amount to an increase 
of about 75,000,000 or a total popula- 
tion of approximately 230,000,000.'7 
This great increase, along with the suc- 
cessful dental health education program, 
will bring unprecedented demands for 
dentistry for children. The profession 
must be prepared to meet this demand. 
It would be unrealistic to assume that the 
bulk of services can be performed by a 
group other than the general practi- 
tioners, although there will be a parallel 
increase in special problems and situa- 
tions demanding the services of the pedo- 
dontist. As a result of the higher number 
of births which began in the mid 1940's, 
the largest increase in population will 
come in the age group 10 to 19, which 
is expected to increase by about 13,000,- 
000, or 53 per cent. This is the age group 
in which irregularities in the development 
of the occlusion are observed and the 
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time when proper guidance can mean 
the difference between a functional occlu- 
sion and one which can be corrected only 
by major orthodontic treatment. It is im- 
probable that the orthodontic graduate 
programs can be expanded sufficiently to 
increase the number of specialists needed 
to meet the challenge. A solution to this 
problem lies in greater cooperation and 
liaison between the orthodontist and the 
pedodontist (or the general practitioner 
who provides routine dental care for the 
child). With a working knowledge of 
the causes of malocclusion and the recog- 
nition and diagnosis of incipient irreg- 
ularities, the pedodontist can often inter- 
cept irregularities other than those of the 
skeletal type and make an important 
contribution to the dental health of the 
child or young adult. 


Auxiliary Personnel * In 1952 the num- 
ber of full-time dental assistants, secre- 
taries and receptionists totaled 65,000. 
At the time of the latest survey (1955) 
the number had increased to 72,900, an 
increase of 29 per cent in only three 
years.!* This trend may be expected to 
continue. The Armed Forces maintain a 
ratio of at least 1.5 dental assistants per 
dentist. Studies such as those conducted 
at Richmond and Woonsocket indicate 
that the dentist can produce much more 
for many more children with considerably 
less strain on his physical and nervous 
energies when he is supported by well- 
trained auxiliary personnel.!® In fact, it 
has been estimated that the patient load 
per dentist could be increased from 33 
to 75 per cent through the use of trained 
assistants.2° This is considered by many 
to be a conservative estimate. 


The Role of Preventive Dentistry + Since 
dental caries is so widespread, the pro- 
fession should inform the public of pre- 
ventive and corrective measures that can 
be instituted. The members of the pro- 
fession should practice prevention also, 
making use of all the accepted procedures 
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for the control of dental caries. Their 
further responsibility is to consider the 
general health, as well as the dental 
health of the patients in their practice. 
There are many practical dental caries 
control measures that are applicable to 
a private practice. For the most part 
they are not new. It is impossible, how- 
ever, to emphasize too strongly that there 
is no one dental caries control measure 
that will be entirely satisfactory and by 
which all dental caries problems can be 
solved. At the present time, it is neces- 
sary to consider all of the preventive 
measures and approaches in order to be 
successful in combating dental caries. 
Blayney”! recently made a prediction 
that the practice of dentistry, particularly 
the practice of dentistry for children, 
would in the foreseeable future take the 
same course as pediatrics. He pointed out 
that 30 years ago the pediatrician spent 
as much as 90 per cent of his time treat- 
ing childhood diseases, but today the 
pattern of his practice has been com- 
pletely reversed. Now he spends less than 
10 per cent of his time treating diseases, 
while the majority of his time is spent 
practicing preventive measures designed 
to prevent not only infectious disease but 
deficiency states as well. Is it incorrect 
to assume that preventive measures for 
the control of dental caries are now avail- 
able? Many of these measures have been 
proved beyond a doubt to be effective. 
Perhaps all that is needed is to convince 
the public and the profession of the im- 
portance of these procedures in the total 


health problem. 


Prepaid Dental Care Programs + At the 
beginning of 1958, approximately 116,- 
000,000 people in the United States were 
covered by some type of hospital or med- 
ical payment plan, but less than 350,000 
were covered under a dental plan that 
provided any degree of restorative service. 
The most widely accepted explanation for 
this lag in dental coverage is simply that 
the public has been concerned primarily 
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with protection against the financial bur- 
den of major illness. However, now that a 
majority of people are insured to some de- 
gree under hospital and medical prepay- 
ment plans, they are showing an increased 
interest in similar coverage for the cost 
of dental service.** 

Remuneration for services of all types 
may be in the form of: (1) a salary for 
the time employed; (2) a capitation fee 
or retainer to provide services whenever 
needed, or (3) a fee for each service 
performed. All of these methods have 
been used in medical and dental prac- 
tice. Most dental care is provided on fee 
for service basis. The patient pays a fee 
for the services rendered. 

In 1954 the Welfare Fund currently 
administered by the International Long- 
shoreman’s and Warehouseman’s Union 
and the Pacific Maritime Association 
(employers) found itself with funds 
available to extend its program of health 
benefits for employees and their families. 
A program of dental care was selected 
to be instituted for a trial period of at 
least one year for the children of bene- 
ficiaries of the I.L.W.U.-P.M.A. Welfare 
Fund.** Of approximately 11,000 chil- 
dren who were eligible during the first 
year, 7,822 children between the ages of 
1 and 14 received dental care through 
the program. 

The I.L.W.U.-P.M.A. Dental Program 
was divided into nine plans, separately 
administered. These included five insured 
plans and four service plans. Under the 
insured plans, the patient was allowed to 
obtain care from any dentist who was 
either a member of or eligible for mem- 
bership in the American Dental Associa- 
tion. Under the insured plans, the patient 
may receive dental care up to a specified 
dollar limit ($75 in California and $95 
in Oregon and Washington). Enrollment 
in a service plan allows the patient to 
obtain dental care without limit, except 
for types of care specifically excluded 
from the program. In California, the 
service plans were handled by established 
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dental clinics. In Oregon and Washing- 
ton, dental service corporations were es- 
tablished in which a large proportion of 
the dentists of these states participated. 
These programs and similar ones are be- 
ing carefully studied and will be carefully 
evaluated. 

Brauer** recently made the following 
statement: 

While it may be professionally polite and 
perhaps monetarily expedient to state that the 
dental profession is setting the standards of 
service which the children and adults will re- 
ceive in the tomorrow, one cannot deny that 
economic trends, federal and state legislative 
programs, population increases, level of public 
education, benefits afforded by unions and 
possibly insurance programs will have a 
marked influence on the types and quantity of 
dental services to be rendered. The alert pro- 
fession, dental society and practitioner will 
keep informed and in tune with the realities 
of a dynamic social structure and furthermore 
assist in guiding the forces to permit the finest 
possible health service. 

Prepaid dental programs will inevi- 
tably grow in the future. It should be 
ensured that they are properly estab- 
lished and under the control of the 
dental profession. 


Dentistry for Handicapped Children + 
The problem of providing dentistry for 
the handicapped child is today much the 
same as the problem of providing routine 
care for a normal child was 20 years 
ago. Prior to that time, little emphasis 
had been placed on this important sub- 
ject. It is probable that many practi- 
tioners rejected children because they 
felt insecure in treating the child and 
were often unacquainted with the prob- 
lems involved. However, increased em- 
phasis is being given today to the sub- 
ject of pedodontics, and the office where 
the child patient is not welcome rarely 
is found. The problem of dentistry for 
the handicapped child must be solved 
in the same manner. When the profes- 
sion has acquired a complete understand- 
ing of the various handicapping condi- 
tions and the associated dental problems, 
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it will be in a better position to meet this 
challenge. 

Needless to say, children with mental 
and physical disabilities do not escape 
the usual dental problems experienced by 
other children. In fact, the dental de- 
fects may be accentuated in many cases 
by the handicaps, thus rendering the 
problem of treatment more difficult.*° To 
assure experience in dealing with the 
dental problems of these children, spe- 
cialized training at postgraduate or grad- 
uate level usually is required. It would 
be well if all handicapped children could 
benefit from the care of a dental special- 
ist, but unfortunately this is not always 
possible. The number of specialists is 
highly inadequate to cope with the prob- 
lem, and whereas the specialists prefer 
to locate in larger cities, handicapped 
children are found equally distributed 
throughout both the urban and rural 
areas of the country. 

In addition, the profession must real- 
ize that modern medicine and surgery 
are prolonging the lives of a large num- 
ber of handicapped children, many of 
whom would have lived comparatively 
short lives prior to the advent of modern 
drugs and new surgical technics. 


RESEARCH IN PEDODONTICS 


A review of current research in pedo- 
dontics has been published in THE JouR- 
NAL OF THE AMERICAN DENTAL ASSOCIA- 
TION for several years. Olsen,?* in the 
most recent of the series, reported that 
research activities in pedodontics encom- 
passed almost all aspects of dentistry. The 
majority of recent research, however, has 
been in the general areas of growth and 
development, dental materials, vital pulp 
therapy and dental caries. 

There are active research programs in 
most of the dental schools today. In many 
instances, these programs have developed 
as a result of the establishment of grad- 
uate and postgraduate dental programs. 
Even to the casual observer, however, it 
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is obvious that there are many areas that 
need immediate and concentrated inves- 
tigation. There is a particular need for 
expanded clinical research from which 
answers might be gained to everyday 
problems that face the pedodontist. One 
such area is that of child behavior man- 
agement. There is little information other 
than personal opinion to guide the den- 
tist in the management of behavior prob- 
lems in the office. In the future, the pro- 
fession must understand why some 
children react unfavorably to the dental 
experience. Well-controlled clinical stud- 
ies should determine the extent to which 
we may use such practices as voice con- 
trol, physical restraint and drugs to help 
us cope with behavior problems. 

Closely related to the child manage- 
ment problem is that of oral habits. In 
perhaps no other area of dentistry is the 
literature so confusing and contradictory. 
The exact role of dentists in the man- 
agement of oral habits, such as thumb- 
sucking, has not been determined yet, 
but cooperative efforts and improved 
liaison between dentists, physicians and 
psychologists should contribute much to 
understanding such behavior. A working 
relationship has already been established 
between the American Society of Den- 
tistry for Children and the American 
Academy of Pediatrics, and a joint con- 
sideration of the dental caries problem 
has been completed. This work must be 
expanded to include other areas of mu- 
tual interest. 

The selection of teeth with vital pulps 
which can be treated is an age-old prob- 
lem, but one which needs continued in- 
vestigation. Active research is now being 
conducted in this area, and information 
should be available in the near future 
for guidance in this important phase of 
dental practice. 

Another subject which needs consider- 
ation, and one to which individual con- 
tributions can be made, is that of the 
reaction of teeth to traumatic injury. 
Clinical research in this problem is diffi- 


cult because of the impracticability of 
setting up adequate controls. The many 
problems related to this area will be 
solved, however, as more clinical research 
workers are recruited and as increased 
financial aid becomes available. 

In the future, there will be increased 
interest in the problem of periodontal 
disease in children. Although it is true 
that severe gingivitis in children is rare, 
a mild chronic form is frequently ob- 
served during the transitional and early 
adult dentition period. A consideration 
of this problem is urgently needed to 
seek out the etiologic factors responsible 
for this condition, perhaps incorrectly as- 
sumed to be insignificant by many mem- 
bers of the profession. It may be that 
periodontal disease in the adult can be 
traced to changes that had their origins 


in childhood. 


SUMMARY 


Increased demands for dentistry for chil- 
dren will result in greater emphasis on 
pedodontics in dental education. The 
dental curriculum will have to be al- 
tered since with the increase in the vol- 
ume of work to be done for children 
will come a corresponding increase and 
recognition of special problems. These 
problems will be solved through the re- 
sults of increased interest and participa- 
tion in pedodontic graduate, postgrad- 
uate, internship and residency programs. 

Pedodontics formerly was referred to 
as operative dentistry for the child pa- 
tient. This, of course, is no longer a true 
statement. The scope of the practice of 
dentistry for children continues to ex- 
pand. In the future, more space main- 
tainers and working appliances will be 
constructed for children. The pedodontist 
will assume more responsibility in the 
area of minor tooth movement and will 
give increased attention to orthodontic 
preventive procedures. Perhaps the great- 
est change will come, however, in the 
wide acceptance of preventive proce- 
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The role of systemic therapy in the treatment 
of periodontal disease 


Irving Glickman, D.M.D., Boston, Mass. 


Local procedures constitute the keystone 
of the treatment of periodontal disease; 
however, there are specific situations in 
which the need for adjunctive systemic 
therapy is indicated. The greatest poten- 
tial usefulness for systemic therapy as 
a supplement to local procedures is in 
the treatment of chronic destructive 
periodontal disease. Despite the nebulous 
status of systemic therapy, the possibility 
of discovering systemic adjuncts to the 
local treatment of chronic destructive 
periodontal disease continues to entice 
clinicians and researchers. The demon- 
stration in experimental animals that 
there are systemic disturbances which 
adversely affect the periodontal tissues 
points to the possibility of using some 
form of systemic hormonal therapy in 
the treatment of chronic periodontal dis- 
ease in man. 


The clinical management of periodontal 
disease consists, for the most part, of 
local treatment procedures. This is un- 
derstandable because the local factors 
which are so important in the etiology 
of periodontal disease are accessible for 
correction. In many instances in - which 
systemic causative factors are suspected, 
it is difficult to establish their nature to 
treat them. However, there are condi- 
tions in which the need for systemic 


therapy in the over-all management of 
periodontal problems is definitively es- 
tablished. Disregard of systemic therapy 
in such instances may mean prolonged 
fruitless local treatment accompanied by 
serious discomfort and debility for the 
patient. Depending on whether the dis- 
ease of the periodontium is confined to 
the gingiva or involves the underlying sup- 
porting structures, and the relative role 
of local and systemic factors in its etiol- 
ogy, systemic therapy may service the 
following purposes in its treatment: 

1. Elimination of systemic disease 
manifested in the oral cavity as disease 
of the periodontium. 


2. Improvement of the response of 
the periodontium to local treatment pro- 
cedures by correction of contributing sys- 
temic factors. 

3. Control of toxicity arising from 
periodontal infections. 

4. Control of systemic conditions 
which necessitate special considerations 
in patient management and prevention 
of unfavorable local or systemic sequelae 
after local treatment procedures. 


SITUATIONS REQUIRING 
SYSTEMIC THERAPY 


The following are specific situations in 
which systemic therapy is required in the 
treatment of disease of the gingiva or 
underlying periodontal tissues. 


| 
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Oral Manifestation of Specific Derma- 
tologic Diseases * Among specific der- 
matologic diseases are lichen planus, 
pemphigus, erythema multiforme and 
lupus erythematosus. Periodontal involve- 
ment is confined to the gingiva. The gin- 
giva is altered as part of a disease which 
usually, but not always, affects other re- 
gions of the body. Local factors may 
aggravate the gingival disease. Treatment 
is primarily systemic, empirical rather 
than rational. Local measures are used 
to eliminate locally induced secondary 
changes. 


Conditioned Gingival Disease * Condi- 
tioned gingival diseases are gingival dis- 
turbances precipitated by local factors in 
patients with systemic conditions which 
produce no clinically detectable gingival 
disease. Local factors are required to ini- 
tiate the clinical changes. The systemic 
disturbance acts as a conditioning factor 
and aggravates the response to the local 
irritant. The result is a pronounced clin- 
ical change which sets such conditions 
apart from the usual response to com- 
parable local factors. Gingival disease in 
pregnancy, acute vitamin C deficiency 
and leukemia are examples. 

Local treatment suffices to eliminate 
the clinical disease and prevent recur- 
rence in such instances. It may be that 
the tissues of the periodontium are altered 
at the microscopic or physiologic level 
because of the systemic condition. If the 
systemic condition is treatable, it should 
be treated. This will improve the tissue 
response to the local treatment proce- 
dures. Systemic therapy, without local 
treatment, may reduce the severity of the 
gingival disturbance. However, gingival 
health cannot be restored without elim- 
inating the local factors. 


Specific Gingival Disturbances Attributed 
to Hormonal Origin + Disturbances at- 
tributed to hormonal origin are chronic 
desquamative gingivitis and postmeno- 
pausal or senile atrophic gingivostoma- 
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titis. There are two aspects seen clinically ; 
(1) diffuse involvement of the gingiva 
attributed to atrophy of the epithelium 
and disaggregation of glycoproteins in 
the connective tissue ground substance 
and basement membrane, believed to be 
caused by estrogenic or androgenic in- 
sufficiency, and (2) superimposed mar- 
ginal gingivitis caused by local irritants. 

Hormonal therapy is used to correct 
the underlying diffuse gingival changes. 
The marginal gingivitis is treated locally. 
In women, hormonal therapy consists of 
estrogens administered topically (Prem- 
arin Cream, 1.25 mg. conjugated estro- 
gen per gram, 4 times daily) or system- 
ically (ethinyl estradiol, 0.05 to 0.15 mg., 
taken orally). 

Treatment is generally confined to the 
topical applications. Systemic administra- 
tion is added only for patients with 
systemic evidence of endocrine upset. 
Spectacular results are not attained by 
hormonotherapy. Transient relief of oral 
discomfort follows each application of 
the ointment. At best, treatment is a 
lengthy procedure. Reversal of the un- 
derlying gingival changes, if attained, re- 
quires periods of from six months to two 
years. Hormonotherapy, topical or sys- 
temic, introduces the risk of serious side 
effects which must be given cautious con- 
sideration before treatment is instituted. 


Systemic Conditions Which Necessitate 
Special Considerations in Patient Man- 
agement * Certain systemic conditions 
introduce the risk of undesirable sequelae 
which could complicate local periodontal 
treatment and even jeopardize the life 
of the patient. 

Periodontal treatment in patients with 
a blood dyscrasia such as leukemia, 
thrombocytopenic purpura or hemophilia 
presents hazards of prolonged posttreat- 
ment hemorrhage or uncontrollable in- 
fection. Except in extreme urgency, the 
periodontal tissues should not be disturbed 
in patients with such diseases. However, a 
distressing gingival condition frequently 
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complicates the patient’s medical care. 
Enlargement of the gingiva which inter- 
feres with chewing, painful acute necro- 
tizing gingivitis which discourages food 
intake and gives rise to toxic systemic 
complications, and persistent or current 
gingival bleeding which disturbs and 
weakens the patient are typical situations 
for which some form of local periodontal 
treatment is necessary. Vascular and de- 
generative changes induced by local irri- 
tants are usually the precipitating causes 
of the gingival problem. Local treatment 
invariably suffices to alleviate the gin- 
gival symptoms. However, before even 
the most careful local instrumentation is 
employed, systemic measures should be 
instituted to improve the blood picture, 
particularly in regard to bleeding and 
clotting time, platelet count and pro- 
thrombin time. Systemic antibiotics are 
indicated to reduce the risk of posttreat- 
ment infection. 


Patients with Diabetes + Special precau- 
tions are indicated in the periodontal 
care of diabetic patients. No extensive 
treatment procedures should be under- 
taken until the diabetic state is under 
control. Appointments for operative pro- 
cedures should be arranged so as not to 
interfere with the patient’s eating sched- 
ule or the administration of insulin. At- 
tention to the latter detail will minimize 
the likelihood of occurrence of diabetic 
acidosis or coma, or of insulin reactions. 
Elderly diabetic patients are prone to 
have hypertension, arteriosclerosis or coro- 
nary artery disease. Treatment procedures 
should be confined to a small region in 
such patients. Extensive surgical proce- 
dures should be avoided. It is preferable 
to perform surgical procedures in a hos- 
pital where possible cardiovascular com- 
plications may be properly handled. 
With proper attention to the necessary 
precautions and careful management of 
the region treated to minimize the likeli- 
hood of postoperative infection, the peri- 


odontal care of the controlled diabetic 


should not be accompanied by any un- 
desirable sequelae. It is important not 
to depend on the control of the diabetes 
alone for the cessation of alveolar bone 
loss or the alleviation of other phases of 
periodontal disease such as gingivitis or 
pocket formation. The elimination of all 
local etiologic factors is necessary if peri- 
odontal health is to be established and 
maintained in patients with controlled 
diabetes. 


Patients with Cardiac Disorders + Pa- 
tients with a history of coronary insuffi- 
ciency or hypertensive heart disease, 
which may be accompanied by symp- 
toms of angina pectoris, are ordinarily 
under medical care and required to 
avoid exertion and excitement or exces- 
sive activity. The patient’s physician 
should be consulted before periodontal 
treatment is undertaken. Extensive chair- 
side procedures should be avoided and 
the amount of work done at each visit 
limited. If this is not feasible, the patient 
should be hospitalized. Local anesthetics 
without epinephrine or with a minimum 
content (1/100,000) should be used. 

In patients with a history of congenital 
cardiac defects or rheumatic heart dis- 
ease, premedication with antibiotics or 
other chemotherapeutic agents is indi- 
cated before scaling, curettage or 
surgical periodontal procedures. The fol- 
lowing premedication procedure is rec- 
ommended by the American Heart Asso- 
ciation: 

1. For two days before dental proce- 
dure (optional) 500,000 units of buffered 
penicillin G or phenoxymethyl penicillin 
(penicillin V) is administered by mouth 
four times a day. On the day of the 
dental procedure 500,000 units of buf- 
fered penicillin G or phenoxymethy] peni- 
cillin (penicillin V) is administered by 
mouth four times a day, supplemented 
by 600,000 units crystalline penicillin 
given intramuscularly one hour before 
surgical procedure. For two days after 
the dental procedure 500,000 units of 
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buffered penicillin G or phenoxymethyl 
penicillin (penicillin V) is administered 
by mouth four times a day. 

2. Because of practical considerations 
some physicians and dentists rely on oral 
penicillin alone when the full cooperation 
of the patient is assured. Each oral dose 
consists of 500,000 units buffered peni- 
cillin G or penicillin V. Administer the 
penicillin four times a day for two days 
before the dental procedure (optional) , 
on the day of the dental procedure, and 
two days after. 

In penicillin-sensitive patients other 
antibiotics or chemotherapeutic agents 
are used. 


Patients Under Treatment with Corti- 
sone and Other Steroids * In patients 
under treatment with steroids the capac- 
ity to cope with infection is impaired. 
The occurrence of oral infection after 
periodontal treatment would be a 
serious hazard because of possible uncon- 
trolled local extension and toxic systemic 
‘complications. As a precautionary meas- 
ure, the drug therapy should be discon- 
tinued by gradually reducing the daily 
dosage, beginning seven days before peri- 
odontal treatment. If the patient’s physi- 
cian feels the drug therapy cannot be 
discontinued, systemic antibiotics should 
accompany the periodontal treatment. 
The antibiotic is administered in double 
the usual dosage beginning 12 hours be- 
fore treatment and continued day and 
night for 72 postoperative hours. 


Patients with Addison’s Disease or Hyper- 
thyroidism * In patients with Addison’s 
disease it is important to avoid acute 
adrenal insufficiency, which is character- 
ized by high fever, hypotension, anorexia, 
nausea and weakness. Addison’s disease 
is not common and patients with it 
usually are under medical care. How- 
ever, 75 to 100 mg. of cortisone is a 
useful precaution against adrenal crises. 
In hyperthyroidism the fact that the pa- 
tient’s condition is under control should 
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be established before periodontal treat- 
ment is undertaken. An acute thyrotoxic 
reaction precipitated by the operative 
procedures can thus be avoided. 


Patients on Restricted Diets * The pos- 
sibility that a patient is on a restricted 
diet for medical reasons should always 
be considered when contemplating a die- 
tary prescription. The patient on a low 
residue, nondetergent diet may suffer 
from a gingival disease associated with 
the accumulation of food debris and ab- 
sence of the cleansing action of food. 
Foods which foster gingival massage are 
desirable in such instances, but should 
not be recommended if they conflict with 
the medical restriction placed on the pa- 
tient. In recent years, use of a salt-free 
diet in the management of instances of 
cardiac failure and certain forms of 
renal disease has been emphasized. Such 
patients should not be given saline 
mouthwashes, nor should they be treated 
with saline preparations without consult- 
ing the patient’s physician. Diabetes, 
gallbladder disease and hypertension are 
examples of systemic conditions in which 
particular care should be taken to avoid 
the prescription of contraindicated food- 
stuffs. 


PERIODONTAL DISTURBANCES 
REQUIRING NUTRITIONAL THERAPY 


Nutritional therapy in the treatment of 
gingivitis and chronic destructive peri- 
odontal disease must be based on demon- 
strated need, rather than uncritical em- 
piricism.?:? When indicated, nutritional 
therapy serves two basic functions: (1) 
it satisfies the chemical requirements of 
the tissues by supplying the necessary 
nutriments and (2) it provides mechan- 
ical stimulation to the tissues in the course 
of mastication. At most, however, nutri- 
tional therapy is only an adjunct to local 
treatment. 

If, when examining a patient, the 
operator receives the impression that the 
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response of the periodontium to existing 
local factors varies from what he would 
ordinarily expect, then the suspicion 
should arise of the existence of contrib- 
utory nutritional disturbance or other 
systemic conditions capable of distorting 
the response of the periodontium to local 
factors. Such suspicion requires corrobo- 
ration by evaluation of the patient’s nu- 
tritional status before relief is sought or 
can be expected from nutritional therapy. 
This entails a medical and dietary his- 
tory, a general physical examination and 
in some instances biochemical tests. The 
diary of food intake may point to dietary 
inadequacy. Biochemical tests are sug- 
gestive but not sufficiently pathognomonic 
to be relied on exclusively. The medical 
history and general physical examination 
may reveal systemic conditions which 
could be responsible for creating a con- 
ditioned nutritional deficiency, even if 
the diet is adequate, as well as overt signs 
of nutritional disturbances in regions 
other than the oral cavity. 

When existence of a nutritional dis- 
turbance has been established, and study 
indicates that it may be a contributing 
factor in the patient’s periodontal disease, 
nutritional therapy should be undertaken 
as soon as feasible. Standard texts are 
useful aids in diet analysis and prescrip- 
tion.*:* In addition to the chemical con- 
stituents of the diet, consideration should 
be given to the physical character of the 
foodstuffs. The functional stimulation 
from hard and detergent foods, such as 
raw fruits and vegetables, and chewy 
foods, such as meat, aids in the main- 
tenance of periodontal health. 

The rationale of using ascorbic acid 
systemically in the treatment of gingivitis 
and gingival bleeding warrants analysis. 
Acute vitamin C deficiency is capable of 
producing microscopic changes in the 
connective tissue of the gingiva, increas- 
ing capillary fragility and permeability 
thereby causing susceptibility to trau- 
matic hemorrhage, and also retarding re- 
pair after local treatment.’ Acute vita- 


min C deficiency per se does not cause 
gingivitis nor does it increase the inci- 
dence of gingivitis.* A local irritant must 
be present before gingivitis will occur in 
vitamin C deficiency. Laboratory proce- 
dures have been used in attempting to 
link vitamin C deficiency with gingivitis 
in humans. No agreement has been 
reached regarding the existence of such 
a relationship.*® In other studies in 
humans no notable gingival changes 
were observed in young adults on vita- 
min C deficient diets for five to seven 
months.!”:!! In Crandon’s classical self- 
deprivation study'* no gingival changes 
occurred during five months on a vita- 
min C deficient diet. Slight gingival 
changes occurred after six months. Pa- 
tients have been observed with no as- 
corbic acid in the plasma who showed 
no oral or systemic symptoms.'* 

Such studies do not minimize the im- 
portance of vitamin C in the physiologic 
metabolism of the periodontal tissues. 
They do not negate the harmful effects 
of acute vitamin C deficiency. Nor do 
they rule out the possibility that mild 
local irritants or trauma, ordinarily re- 
sulting in slight gingival bleeding, could 
produce considerable gingival hemor- 
rhage in a patient with vitamin C defi- 
ciency.!* 

Such studies, however, do provide a 
realistic perspective for the guidance of 
the clinician. They indicate that, for op- 
timal results, combined local and _sys- 
temic therapy is indicated for patients 
with vitamin C deficiency with gingivitis 
and gingival bleeding. Local treatment 
is essential if the gingival disease is to 
be eliminated. Nutritional therapy is re- 
quired for proper posttreatment healing. 
Systemic therapy alone may reduce the 
severity of the gingival symptoms by 
modifying the response to the local ir- 
ritants; however it cannot eliminate the 
pathologic changes the irritants produce. 
Local treatment alone will result in pro- 
nounced clinical improvement but heal- 
ing will be retarded and the normal mi- 
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croscopic features of the gingiva will not 
be restored. 

The presence of gingivitis and gingival 
bleeding does not mean that the patient 
requires vitamin C. The existence of 
vitamin C deficiency must be established 
by clinical and laboratory procedures be- 
fore nutritional therapy is justified and 
before it can be expected to assist in 
coping with the patient’s gingival prob- 
lem. Inflamed and degenerated gingival 
tissue may be so altered as to be incapable 
of utilizing vitamins. All harmful local 
factors must be removed if vitamin C 
administered systemically is to benefit the 
gingival tissues locally. 

Some consideration should be given to 
supportive nutritional therapy in patients 
with acute necrotizing gingivitis or other 
painful conditions such as acute herpetic 
gingivostomatitis, persistent aphthous sto- 
matitis, desquamative gingivitis or mani- 
festations of dermatologic disease such as 
erythema multiforme, bullous _ lichen 
planus or pemphigus. Because of the 
pain present in these conditions, patients 
frequently have poor appetites and are 
unable to chew or swallow food. This 
could be especially critical in connection 
with the water soluble vitamins B and C. 
If the oral involvement is severe, nutri- 
tional supplements may be utilized along 
with the local treatment as a supportive 
measure for the rapid restoration of a 
chemically adequate nutriture to avoid 
debility of the patient and further aggra- 
vation of the oral condition, and to ob- 
tain maximum benefits from the local 
treatment. Under such circumstances the 
patient may be started on a standard 
multivitamin preparation combined with 
a therapeutic dose of vitamins B and C 
such as that contained in the following 
formula:'* thiamine, 10 mg.; riboflavin, 
10 mg.; niacinamide, 100 mg.; calcium 
pantothenate, 20 mg.; pyridoxine HCl, 
2 mg.; folic acid, 0.3 mg.; vitamin Bis, 
4 micrograms; ascorbic acid, 300 mg. 

This type of supportive therapy is not 
a routine requirement. It serves its pur- 
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pose if the nutritional status of the pa- 
tient has been, or is likely to be, impaired 
because of the severity of the oral disease. 
Studies on experimental animals have 
indicated that nutritional deficiency im- 
pairs wound healing,’*:'* and high pro- 
tein diets, adequate in respect to other 
nutrients, improve healing;!* therefore, 
the practice has developed of prescribing 
food concentrates after surgical periodon- 
tal treatment. This practice has the 
ostensible purpose of aiding postoperative 
healing and preventing nutritional de- 
ficiencies which might arise from the in- 
creased demands placed on the individual 
by the healing tissue, or from the limita- 
tion in food intake imposed by posttreat- 
ment discomfort. Despite the fact that 
a clean-cut interrelationship between 
wound healing and nutritional status in 
man has not been established,'® the pos- 
sibility cannot be ruled out that increased 
tissue activity in the healing after peri- 
odontal treatment could lead to a con- 
ditioned nutritional deficiency in a pa- 
tient on an adequate diet. However, in 
order to justify the clinical practice of 
prescribing posttreatment food concen- 
trates, it will first be necessary to estab- 
lish that the increased tissue activity in 
the healing after minor surgical proce- 
dures, such as those employed in peri- 
odontal treatment, is of sufficient mag- 
nitude to challenge the nutritional status 
of a well-nourished patient. There is no 
such evidence. It is difficult to justify a 
clinical practice on the grounds that it 
prevents nutritional deficiencies which 
might arise in the posttreatment period 
in the absence of even suggestive evidence 
that such deficiencies actually do occur. 


SYSTEMIC THERAPY FOR CHRONIC 
DESTRUCTIVE PERIODONTAL DISEASE 


The greatest potential usefulness for 
some form of systemic therapy is as a 
supplement to local procedures in the 
treatment of chronic destructive peri- 
odontal disease. Patients with a known 


teh 


62/420 «© THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


systemic disturbance in which the effec- 
tiveness of local treatment in attaining 
cessation of the bone destruction is de- 
pendent on treatment of the systemic 
disease should be given such treatment. 
Metabolic or dystrophic diseases such as 
hyperthyroidism, diabetes, nutritional de- 
ficiency, scleroderma, hyperparathyroid- 
ism and Paget’s disease are included in 
this group. 

Patients in whom destruction of the 
periodontium is the chief problem are 
another group who might be aided by 
systemic therapy. The severity of tissue 
loss does not appear to be explainable in 
terms of local factors alone. 

This is the condition referred to by 
such terms as “periodontosis,” “negative, 


bone factor” or “periodontitis complex.” 
It has been hypothesized that in such 
patients the disease of the periodontium 
starts as a noninflammatory destructive 
process in the underlying tissues. The 
cause is systemic. Local factors introduce 
superimposed destructive changes. Local 


treatment ameliorates the progress of the 
disease. It continues at a retarded rate, 
even in the presence of an optimal local 
environment. 

Under both circumstances the specific 
purpose of systemic therapy would be to 
stimulate cellular activity in the periodon- 
tium in an effort to improve the response 
to local treatment and the condition of 
the tissues so as to prevent systemically 
induced periodontal destruction in the 
absence of harmful local factors. 

The wisdom of administering systemic 
therapy has been questioned on the 
grounds that chronic destructive peri- 
odontal disease is a local condition. In- 
flammation and trauma from faulty oc- 
clusion are its primary disease processes. 
Local factors are its cause ; local measures 
are its treatment. The use of systemic 
therapy may even be viewed as an at- 
tempt to compensate for the failure to 
recognize and eliminate local etiologic 
factors. It can also be pointed out that 
attempts to identify systemic etiologic 


factors in patients in whom their exist- 
ence is suspected invariably are unsuccess- 
ful. Nevertheless, the clinical impression 
persists that systemic factors contribute 
to the etiology of some instances of 
chronic destructive periodontal disease. 
The.day may come when the effective- 
ness of local treatment will be augmented 
by systemically administered therapy. 

Steps have already been taken in the 
direction of systemic therapy of chronic 
destructive disease through the admin- 
istration of sodium fluoride,?? drugs and 
tissue extracts under such names as He- 
rosteon L3532, Vaduril, Alveoactive and 
Eboson.”°:?! These agents are believed to 
improve the response to local treatment 
by stimulating osteogenic activity. In the 
absence of evidence to the contrary, one 
hesitates to question such claims. How- 
ever, there is no evidence justifying the 
expectation that such drugs would be 
beneficial; nor are there any critical clin- 
ical studies which indicate that they are. 

Despite the nebulous status of systemic 
therapy, the possibility of discovering sys- 
temic adjuncts to the local treatment of 
chronic destructive periodontal disease 
continues to entice clinicians and re- 
searchers. A clinically felt need provides 
the primary urge in this direction. But 
the frequently repeated demonstration in 
experimental animals that destruction of 
the periodontal tissues can induce sys- 
temic disturbances adds fuel to the fire, 
despite the well-understood limitations of 
applying findings in animals to disease as 
it occurs in humans, or even different 
species of the same animals. 

For a long time nutritional deficiency 
was of major interest to the researcher 
exploring the role of systemic influences 
in the etiology of chronic destructive peri- 
odontal disease. Attention initially di- 
rected to the vitamins shifted to proteins.* 
Protein depletion capable of producing 
otseoporosis of alveolar bone and reduc- 
tion in the cellular and fiber content of 
the periodontal membrane also aggra- 
vated the severity of the degenerative 
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changes induced by a local factor, such 
as occlusal trauma.** More recently, hor- 
monal disturbance replaced nutritional 
deficiency as the major systemic environ- 
ment induced in laboratory animals. Sys- 
temic administration of cortisone pro- 
duced osteoporosis of alveolar bone and 
degeneration of the periodontal mem- 
brane.*®> The periodontium was consid- 
ered as one of the tissues affected by the 
stress Although periodon- 
tal changes were not observed in the 
alarm reaction stage,”* inhibition of alve- 
olar bone formation was noted in experi- 
mental animals after two weeks of ex- 
posure to cold as a stressor agent.*® The 
normal bone formative capacity of the 
periodontium was inhibited by ovari- 
ectomy performed in young adult mice.*° 

The demonstration in animals that 
systemic disturbances could be prevented 
or compensated for by systemic means 
was more significant than the destructive 
effects in the periodontium induced by 
the disturbances. Cortisone-induced os- 
teoporosis and degeneration of the peri- 
odontal membrane were corrected by the 
systemic administration of estrogen.*! 
The changes in the periodontium of the 
rat, which ordinarily resulted from pro- 
tein depletion, were prevented by re- 
peated subcutaneous injections of soma- 
totropic hormone.** 

The similarity of systemically induced 
changes in the periodontium of experi- 
mental animals to chronic destructive 
periodontal disease as it occurs in humans 
may be questioned. On the other hand, 
there is no justification for disregarding 
the general principles demonstrated in 
animals that: (1) the tissues of the 
periodontium can be adversely affected 
by severe systemic disturbances; (2) the 
harmful effects of local factors on the 
tissues of the periodontium can be aggra- 
vated by systemic disturbances; and (3) 
the condition of periodontal tissues ad- 
versely affected by systemic disturbances 
can be improved by systemic therapy. 
Animal experimentation has indicated 
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the possibility that systemically admin- 
istered anabolic stimulants will eventually 
become available, with specificity of ac- 
tion to improve the response of the peri- 
odontium to local treatment, and with- 
out harmful side effects. However, the 
day-to-day realm of clinical experience 
presents barriers which will have to be 
hurdled before such hypothesis becomes 
fact. 

In patients with chronic destructive 
periodontal disease and known systemic 
disturbances, systemic therapy is required 
to establish and maintain general health. 
If the systemic disease is one which affects 
the tissues of the periodontium, then sys- 
temic therapy serves the added purpose 
of improving the response to local meas- 
ures employed in the treatment of the 
patient’s periodontal disease. However, 
the more common situation is one in 
which the patient’s periodontal condi- 
tion prompts the operator to suspect a 
systemic cause. The nature of the sys- 
temic disturbance, if present, is unknown. 
As a rule it cannot be detected or iden- 
tified with the patient’s chronic destruc- 
tive periodontal disease. Here the clear- 
cut controlled conditions which lead to 
definitive findings in animal experiments 
are obscured by the complexities of clin- 
ical reality. 

Many clinical studies have been con- 
ducted in an effort to establish a cause 
and effect relationship between systemic 
findings in humans, and the occurrence 
and severity of periodontal destruction. 
It is difficult to consolidate and interpret 
such studies because of the lack of uni- 
formity in the criteria for evaluating the 
periodontal disturbance. A correlation 
has been suggested between ovarian dys- 
function and the severity of periodontal 
disease.** Atrophy of the gingiva and 
alveolar bone was reported in 75 per 
cent of cyanotic patients with acquired 
or congenital heart disease.** 

The importance of protein metabolism 
in the behavior of bone led to metabolic 
balance studies of nitrogen, calcium and 
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phosphorus in relation to alveolar bone 
changes in patients with and without gen- 
eralized bone disease.*° In patients with 
generalized metabolic disease there was 
a significant correlation between the alve- 
olar bone changes and metabolic imbal- 
ance. In another important study*® the 
level of serum glycoprotein was found to 
be elevated in over 40 per cent of a group 
of patients with periodontosis. It was 
hypothesized that the destruction of the 
periodontal tissues represented one phase 
of a connective tissue breakdown process 
which was generalized throughout the 
body. Continued investigation in humans 
is necessary to explore the existence of a 
cause and effect relationship between 
systemic disturbances and chronic de- 
structive periodontal disease, and to 
determine laboratory methods whereby 
it can be detected. Progress in the field 
of systemic therapy is dependent on such 
information. 


SUMMARY 


Local procedures constitute the keystone 
of the treatment of periodontal disease 
because inflammation and trauma from 
occlusion, both caused by local factors 
and correctable by local treatment, com- 
prise the major pathological processes in 
periodontal disease. Regardless of what 
benefits may eventuate from systemic 
therapy, local treatment will be required 
to eliminate tissue injury produced by 
local factors. 

There are specific situations in which 
the need for primary or adjunctive sys- 
temic therapy in the treatment of disease 
of the periodontium is clearly defined. 

The area of greatest potential useful- 
ness for some form of systemic therapy 
as a supplement to local procedures is 
in the treatment of chronic destructive 
periodontal disease. Such therapy will 
have to be based on a clear-cut under- 
standing of its effect on the tissues of 
the periodontium. It will have to be 
demonstrated that there are systemic 
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agents which actually stimulate the 
reparative processes and thereby assist in 
the reconstruction of the periodontium 
in response to local treatment, or prevent 
the breakdown of the periodontal tissues 
in the absence of harmful local factors. 

It has been demonstrated in experi- 
mental animals that there are systemic 
disturbances which adversely affect the 
tissues of the periodontium. Certain types 
of periodontal degeneration have been 
corrected by systemic means. 

Findings in experimental animals point 
to the possibility of using some form of 
systemic hormonal therapy in the treat- 
ment of chronic destructive periodontal 
disease. Clinical and laboratory research 
is required to determine the applicability 
of these findings to the problem of peri- 
odontal disease in humans. 


Presented as part of the panel discussion, ‘Present 
status of periodontal therapy,’' at the Centennial Ses 
sion of the American Dental Association, New York, 
September 14, 1959. 

*Professor and head of the department of oral pa 
thology and periodontology, Tufts University School of 
Dental Medicine. 
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Technology * Man is the only species—except, perhaps, certain bacteria—that lives in all 
parts of the globe. He has conquered the Arctic as well as the jungle, the desert as well as the 
green valley and the grassy plain. Man has reached every significant part of the earth not 
covered with ice or water, and has even moved out onto some of these. He has done this rapidly 
and without major changes in bodily structure or physiology. He has been able to do this 
because he has culture. He can learn new ways of meeting situations and lose old ones within 
a short space of time, and not merely by biological selectivity. Man shapes the environment 
to his own ends, whereas other animals are shaped to the demands of their environment. 
Technology is the aspect of culture that is responsible for this adaptability. Technology is the 
stored knowledge of how to do things. It includes the practical knowledge for wresting a liveli- 
hood from the jungle, the desert, or the soil. It includes the knowledge of how to prepare and 
preserve the food man gets. It includes the fabrication of clothes and the building of houses 
to give him protection against the inclemency of the weather. It includes the manufacture 
of weapons of the chase and warfare for protection and aggression. It includes also the tools 
with which he makes all these other things, and many, many more. . . . The capacity to make 
things and the transmission of this knowledge are older than man. Archaeological records 
associate this ability—and hence culture—with some of the extinct forms of manlike creatures. 
We owe to them, presumably, those first efforts which gave us stone tools and fire. Since 
that time, man has developed museumsful of technical accomplishments—some humble but 
eternally useful, such as string (known to all living primitives), some more noble, such as the 
wheel, the plow, the smelting of iron, and the herding of flocks. The hands were freed from 
doing duty in supporting the body; the fingers lengthened into flexible grasping instruments 
with the thumb in opposition. This was accomplished in some pre-human stage, apparently 
as a result of living in trees. Whatever the source, the hands are remarkably versatile and can 
be used both for picking up a needle and heaving a rock—the basic all-purpose tool. Eugene S. 
Hallman, Readings in the Ways of Mankind, 1957. 
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The Canadian viewpoint 


Don W. Gullett,* D.D.S., Toronto, Ontario, Canada 


Only about one-third of the population 
of Canada receives dental care in any one 
year. The population is increasing faster 
than the number of dentists. Three of 
the ten provincial legislatures have taken 
action to create dental auxiliaries in one 
form or another. The time has arrived 


when the scope of activities by auxiliary 


personnel is going to be expanded, with 
or without the guidance of the dental 
profession. The Canadian Dental Asso- 
ciation has taken a position of leadership 
in this development. 


The rapid development in_ scientific 
dentistry has been phenomenal, but in 
achieving this great advancement, we 
have been neglectful of the study of the 
position of dentistry in society as a whole. 
Recognition of the social environment 
of a profession is equally important to 
the actual practice of the profession it- 
self. Indeed if the environment is not 
properly understood it eventually be- 
comes all but impossible to practice an 
art and science at all. Here I use the 
word social in its true sense, meaning the 
relative position of the dental profession 
among other groups of society. Perhaps 
one reason why we have paid less atten- 
tion than we should have to this aspect 
is that we have shied away from use of 
the word social, thinking in terms of 


socialism and even communism. This at- 
titude is wrong. There is great need for 
careful delineation and understanding 
of the place of dentistry in society today. 
Recently we saw in the literature effort 
being made to establish chairs of social 
dentistry in dental schools, which is an 
effort in the right direction. However, 
this is a slow process of development, 
and we need the introduction of the 
social concept in society and association 
programs. 

The problem to be faced by the health 
professions can be stated concisely. Gov- 
ernments took comparatively little inter- 
est in health matters until recent years. 
Up until the last two decades legislation 
related to health was rather scarce and 
concerned mainly with purely public 
health matters. During the last 20 years, 
at an accelerated pace, legislation pre- 
sented has dealt more and more with 
treatment services. The legislative story 
is much the same in all developed coun- 
tries. The fact is that a movement of 
world-wide dimensions to alter the meth- 
odology of rendering health services is in 
progress. Some countries have reached 
and passed a climax, having introduced 
a comprehensive health scheme almost 
overnight. Other countries have adopted 
a piecemeal program by including one 
group or service, or both, and then 
another, which is the easier method. 

Are health services part and parcel of 
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social security? This question has been 
raised during the preliminaries of intro- 
ducing health schemes in all countries. 
The professional man is adamant in say- 
ing “no.” The social scientists say “yes.” 
The professions say that health services 
must be rendered on an individual basis 
and cannot be performed en masse sat- 
isfactorily. Human relations are vital to 
health treatment in the eyes of the pro- 
fessions. The other side argues that 
health is a right of the people to which 
all are freely entitled, and a comparison 
is made to education. Little difference 
in the arguments is to be found in study- 
ing the development in all those coun- 
tries where state or compulsory health 
schemes exist. The fact is that the argu- 
ments on these and like points have not 
stopped the introduction of the schemes. 

Canada is a rather typical example of 
the adoption of security legislation piece 
by piece. This process began over 30 
years ago with the introduction of old 
age pensions, unemployment insurance 
and many other security measures along 
the way. As a continuation of the secu- 
rity movement the national health plan 
came into being. This plan, initiated in 
the late forties, began with federal 
health grants in support of many health 
projects all across the country. Compul- 
sory hospital insurance followed in 1957 
and it is stated freely that medical care 
and then dental care are to follow. The 
progressive nature of the movement 
should be carefully noted, which to date 
is much the same in all countries with 
some variations of course. The path or 
groove is first established by security 
measures. It would be difficult indeed to 
point out retrogression in this movement 
anywhere. All developed countries pos- 
sess it, some more and others less. It con- 
stitutes the most real problem confront- 
ing the health professions in our age. 
We, in Canada, are endeavoring to re- 
tain leadership for the dental profession 
in the belief that the people will receive 
a better service if we do so. 
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FACTUAL STATEMENTS 


A few factual statements in brief will 
give you some idea of the position in 
Canada: 

1. Approximately one-third, more or 
less, of the population are receiving den- 
tal care, including emergency care, in 
any one year. Estimates of demand for 
dental care are difficult to assess but, for 
certain, demand exists greatly in excess 
of supply. 

2. Lack of dental service has arisen 
because of a rapid increase in popula- 
tion without proportionate increase in 
the number of dentists, together with a 
sharp increase in the appreciation of 
dental services. 

3. It has become quite apparent that 
the need for service is going to be met, 
if not by the profession, then by govern- 
ment. Already three provincial legisla- 
tures have taken action to create auxil- 
iaries in one form or another. The real 
question is in respect to leadership, and 
the choice lies between the profession 
and the government. Indications have 
been made that governments would 
much prefer the profession to furnish the 
leadership. It is believed that leadership 
by the profession will result in a better 
service for the public. 

4. Legislative efforts backed by strong 
pressure groups have been defeated for 
many years by the profession. Up until a 
few years ago I personally thought that 
such efforts could be turned back with 
use of the patent arguments used every- 
where for more schools, more research, 
more health education and more plans 
for dental care. I can give assurance that 
all these arguments can run their course. 
After all, government and the people are 
synonymous. When a member of govern- 
ment becomes convinced that the major- 
ity of his constituents wants something 
done, he is going to try and do some- 
thing about it. This is a very simple les- 
son but we had to learn it the hard way. 
I no longer believe the saying “they 
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can’t do it to us,” and know they can. 
There comes a time when constructive 
action must be taken to meet the situa- 
tion. 

5. In our opinion, solution to the 
problem of meeting the demand is not 
to be found entirely in increasing the 
number of dentists. This is a slow process 
at best and there are strong economic 
arguments against such an objective. Of 
course there is need for more dental 
schools and expansion of existing schools, 
but this alone will not fill the need. 

6. The ratio of dentist to population 
runs all the way from 1:1,600 in one or 
two areas to 1: 10,000 plus in other areas. 
In a democratic country, distribution of 
dental services can be corrected only 
when the supply of those delivering the 
services is adequate. The solution lies in 
increasing the number of dentists and 
also finding ways and means of in- 
creasing the number of people served 
by each dentist. 

For the most part these statements are 
certainly not new to you. I have heard 
much the same points stated when attend- 
ing your meetings. The difference is that 
these matters have been brought into 
sharp political focus in Canada. I am 
persuaded that, given a little impetus, a 
similar situation can develop in any state, 
as indeed it has in many countries. 

One factor more I should like to state. 
Up until recent years the health profes- 
sions decided practically entirely when 
and where health services were going to 
be rendered and who was going to ren- 
der them. We are rapidly entering an age 
when the recipient of the services is to 
have more to say concerning how he is 
going to get his health services. The re- 
cipient is going to be more demanding. 
This point is going to assume more im- 
portance than may appear at present. 


OBJECTIVE PROPOSALS 


At the annual meeting of the Canadian 
Dental Association held this September, 


a long policy statement entitled “Pro- 
jection of Dental Services in Canada” 
was adopted. This statement was the 
subject of long debate not only at the 
meeting itself but for many months pre- 
ceding the meeting. 

The main objective of the statement is 
stated in simple terms: “To meet the 
demands of the public for dental services, 
by providing more good dental service to 
more people at a cost that is within the 
public’s ability to pay.” This statement 
of objective is in the language of the 
public’s demand. 

In defining this objective or policy the 
Canadian Dental Association subscribes 
to the following principles and actions: 

1. Provision of up-to-date statistics on 
dental service needs and demands in 
Canada. 

2. Active research programs particu- 
larly in the preventive aspects of dentis- 
try. 

3. Widespread application of proven 
preventive measures. 

4. Additional training facilities for 
dentists and dental auxiliaries. 

5. Active recruitment programs for 
dentists and dental auxiliaries. 

6. Increase the number of auxiliaries 
and expand the services they are legally 
permitted to render. 

7. Arrange for the establishment of 
prepaid dental service programs operated 
by the profession and available to low 
income groups and welfare recipients. 

This policy statement delineates these 
seven points at some length and I shail 
not attempt to follow them all through. 
I am led to believe that your chief inter- 
est centers around the matter of auxiliary 
personnel. From the point stated above— 
“Increase the number of dental auxil- 
iaries and expand the services they are 
legally permitted to render’-——there are 
two types of activity necessary in order 
to make progress toward this objective. 
First, the establishment of training pro- 
grams, which is the responsibility of the 
council on education, and, second, alter- 
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ation of dental practice acts, which ac- 
tivity falls on our provincial organiza- 
tions. But before either can act there 
must be some delineation of duties. This 
defining of duties between qualified den- 
tist and auxiliary proved to be a most 
difficult task and caused the most debate 
of any part of the statement. 


The wording finally adopted is as fol- 


lows in reference to services by auxilia- 
ries: 


These services must not include those opera- 
tions requiring the scientific knowledge of the 
fully-qualified dentist (e.g. case assessment, 
treatment planning, cutting or severing of hard 
and soft tissues, the administration of drugs, 
the making of prescriptions) but should in- 
clude many of the technical operations and 
technical parts of operations for which pur- 
pose auxiliary personnel has been adequately 
trained. 


It is considered that this statement 
offers a guideline sufficient for the estab- 
lishment of pilot training programs for 
auxiliaries, and in turn as a result of 
these pilot training programs gives guid- 


ance for alteration in existing dental 
legislation. 


OBSERVATIONS 


Let us make some observations based on 
the thinking behind this action respect- 
ing auxiliary personnel. In the statement 
just quoted you will have noted that the 
division of duties is made between those 
duties requiring the scientific knowledge 
of the fully-qualified dentist and those of 
a purely technical nature. This is simply 
carrying forward the progressive philos- 
ophy on which dentistry is based. Such 
division was initiated when the first den- 
tist employed a technician or hired an 
assistant in his office. Another step in the 
same direction was taken with the intro- 
duction of the dental hygienist. It is true 
that progress in this philosophical devel- 
opment of dentistry has been not orderly 
but in fits and starts. Many factors have 
contributed to the slowness of this incli- 
nation, such as the development of sci- 
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entific research in dentistry or on the 
other extreme the real appreciation of 
dental services by the public. The dentist 
of the future must be trained not only to 
be a scientist but to utilize the tools of 
science advantageously. 

One of the important keys to the fu- 
ture in solving the problems facing den- 
tistry is the creation and proper use of 
auxiliary personnel. Undoubtedly the in- 
troduction and greater use of auxiliaries 
will cause further problems, but also such 
action will solve problems which are now 
without solution. In the opinion of most 
leaders of the profession and observers 
outside the profession, this is the proper 
starting point toward making necessary 
alterations in the practice of dentistry. 

During recent years there has been evi- 
dence in abundance of pressures from 
outside the profession for development 
along these lines. These actions have by 
no means been confined to a few recal- 
citrant technicians, as many dentists 
would like to believe. Defending actions 
by the dental profession on a status-quo 
basis cannot succeed on a long-term basis. 
The question of leadership is at stake. 
We all know that this same question has 
been dealt with in other countries and, 
as a result of a stand-pat attitude by the 
professions, leadership passed into other 
hands. Taking an attitude that “it can’t 
happen to us” has proven rather disas- 
trous in several countries. The situation 
calls for strong leadership and rapid ac- 
tion. 

An old economic rule states that when 
something can be done just as well more 
cheaply, it eventually will be done that 
way. This general rule has its application 
to dentistry as well as to everything else. 
Further, a profession has an obligation to 
make its services available on as broad a 
basis as possible. Much of the criticism 
of the cost of dental service by the pub- 
lic is unjustified, but on the other hand 
surveys strongly indicate that cost is one 
of the hindering factors for people in 
obtaining dental services. Greater use of 
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auxiliary personnel is one method of re- 
ducing cost of service. 

Increased and proper use of auxiliary 
personnel does not mean a lowering of 
quality in service. Indeed, isolated exper- 
iments indicate possible improved serv- 
ice in selected areas, provided that the 
auxiliary is adequately trained. The ex- 
treme case of the New Zealand dental 
nurse has been roundly criticized and 
rightly so, but the reports did not criti- 
cize from the standpoint of technical 
ability. Adequate training of an efficient 
auxiliary to perform some _ particular 
phases of dentistry can be accomplished 
in a comparatively short period. 

A relatively fast expansion of dental 
services can be achieved by increased use 
of auxiliaries. All know the result of 
studies on the effective use of assistants 
and hygienists with the resulting enlarge- 
ment of service rendered. Increased scope 
of permitted services by auxiliaries means 
the caring for more patients per dentist 
and should eventually mean a service 
within the ability of the public to pay. 

Many other pertinent observations can 
be made, including what has happened 
during recent years in the practice of 
medicine. The layman finds it difficult 
to understand why the most expensively 
trained individual, the dentist himself, 
must do the more simple tasks in the 
practice of dentistry. Some of these 
points are easily explained to our own 
satisfaction. However when presented be- 
fore legislative hearings and before com- 
mittees of the laity, the explanations used 
in the past become less convincing under 
cross-examination even to those trying to 
present them. With a public aroused, 
with intelligent lay leaders and with al- 
most every little organization developing 
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its own idea of a health service program, 
it becomes very apparent that people 
other than members of the dental pro- 
fession are going to have something to 
say about their health services of the 
future. 

The report of the Commission on the 
Survey of Dentistry in the United States 
will contain strong recommendation on 
the development and expansion of the 
duties of auxiliary personnel including 
the removal of restrictions against the 
male sex. 


CONCLUSION 


The rate of progress in training and ex- 
panding the services of auxiliary person- 
nel in Canada will be determined by 
several factors, some of which are beyond 
the control of the dental profession. It 
should be noted that three out of the ten 
provincial legislatures have taken action 
on such development. Regrettably in 
each case the action was different, thus 
creating an irrational situation. The in- 
tention is to establish pilot training pro- 
grams as quickly as possible. Out of these 
pilot programs a pattern is to be estab- 
lished. 

As an immediate end probably the 
most important point is that the Cana- 
dian Dental Association has taken a posi- 
tion of leadership. Obviously the time has 
arrived when the scope of activities by 
auxiliary personnel is going to be ex- 
panded with or without the guidance of 
the dental profession. 


Paper presented at the Conference of State Society 
Officers, American Dental Association, Los Angeles, 
October 16, 1960. 


*Secretary, Canadian Dental Association. 


d 

aa 

J 

; 


Educational programs for dental assistants 


COUNCIL ON DENTAL EDUCATION 


The Council on Dental Education is pleased to publish its first official list of schools 
having accredited dental assistant educational programs. 

Programs now recognized by the Council on Dental Education of the American 
Dental Association were previously approved by the Education Committee of the 
American Dental Assistants Association. For a period of time all programs included 
on this list are accorded provisional approval by the Council until the Council can 
undertake accreditation surveys, as directed under the recently approved “Require- 
ments for the Approval of Educational Programs for Dental Assistants.” 

Educational requirements for dental assistant schools were approved by the Amer- 
ican Dental Association’s House of Delegates at the 1960 Los Angeles session. The 
Council on Dental Education is, therefore, now the official accreditation agency of 
dental assistant educational programs for the dental profession. 

It is requested that inquiries regarding establishment and accreditation of new 
dental assistant schools be directed to the Council on Dental Education at the Central 
Office of the Association. 


SCHOOLS HAVING ACCREDITED 
DENTAL ASSISTANT PROGRAMS* 


Assistants’ Education Committee because of 
the fact that they had not been visited, but 
the programs appeared to meet the standards. 
These programs are for a reasonable length of 
time given accreditation on a provisional basis 
pending an official visit and an evaluation 


The following programs previously appeared 
on the approved list of the American Den- 
tal Assistants Association’s Education Com- 
mittee. These programs are currently ac- 
credited on a provisional basis by the Council 
on Dental Education of the American Dental 


Association until these programs may be offi- 
cially evaluated in terms of the new educa- 
tional standards approved by this Association. 
Programs listed with a double asterisk (**) 
had not been listed by the American Dental 


based on the new educational standards. It 
should be noted that only programs of at least 
one academic year are eligible for official 
accreditation. Some programs of less length 
are eligible for separate listing inasmuch as 
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TWO YEAR PROGRAMS 


California 


Chaffey College 
Ontario 


Contra Costa Junior College 
2801 Castro Rd. 
San Pablo 


Diablo Valley Junior College 
Golf Links Rd. 
Concord 


Long Beach City College 
1305 E. Pacific Coast Highway 
Long Beach 


City College of San Francisco 
Ocean and Phelan Ave. 
San Francisco 


College of San Mateo 
Coyote Point Campus 
San Mateo 


**Cerritos College 
11110 E. Alondra Blvd. 
Norwalk 


**San Jose City College 
2100 Moorpark Ave. 
San Jose 


**Santa Rosa Junior College 
Santa Rosa 


Los Angeles City College 
855 N. Vermont Ave. 
Los Angeles 29 


Pasadena City College 
1570 E. Colorado 
Pasadena 


Reedley College 
P.O. Box 552 
Reedley 


San Diego Junior College and Vocational 
835 - 12th Ave. 
San Diego 2 


Massachusetts 


Beth Israel Hospital 
School of Dental Assistants 
330 Brookline Ave. 
Boston 
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their graduates for a period of time will meet 
the requirements of the Certification Board. 


CIATION 


Pennsylvania 
Dobbins Vocational-Technical School 
22nd St. and Lehigh Ave. 
Philadelphia 


Texas 


San Antonio College 
1300 San Pedro Ave. 
San Antonio 


ONE YEAR PROGRAMS 


Arizona 
**Phoenix Union High School 
512 E. Van Buren 

Phoenix 


California 


**Los Angeles City College 
855 N. Vermont Ave. 
Los Angeles 29 


Fullerton Junior College 
Chapman Ave. 
Fullerton 


Oakland City College 
Laney Campus 

1001 Third Ave. 
Oakland 6 


**Cerritos College 
11110 E. Alondra Blvd. 
Norwalk 


**Chaffey College 
Ontario 


Illinois 


University of Illinois 
College of Dentistry 
808 S. Wood St. 
Chicago 12 


Massachusetts 


Springfield Trade High School 
1300 State St. 
Springfield 


Minnesota 


University of Minnesota 
School of Dentistry 
Minneapolis 


New Jersey 


Essex County Adult and Technical School 
300 N. 13th St. 
Newark 
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Ohio 
Jane Adams Vocational High School 


4940 Carnegie Ave. 
Cleveland 3 


Washington 


Edison Technical School 
Seattle Public Schools 
1712 Harvatd Ave. 
Seattle 


Tacoma Vocational-Technical School 
2101 S. Yakima Ave. 
Tacoma 3 


*The House of Delegates of the American Dental 
Association approved “Requirements for the Approval 
of Educational Programs for Dental Assistants" at the 
1960 annual session. As a result of this action by the 
Association, the Council on Dental Education has been 
designated as the official accrediting agency of dental 
epent educational programs for the dental pro- 
ession. 


SPECIAL CERTIFICATION STUDY PROGRAMS 
OF LESS-THAN-ONE-YEAR LENGTH# 


Arizona 
** Phoenix Union High School 
512 E. Van Buren 
Phoenix 


California 


**Cerritos College 
11110 E. Alondra Blvd. 
Norwalk 


Hawthorne High School, Centinela 
Valley Union High School District 
(Adult Education Division) 

P.O. Box 3155, 4500 Lennox Blvd. 
Lennox 


San Jose City College 
2100 Moorpark Ave. 
San Jose 28 


Colorado 


Emily Griffith Opportunity School 
12th & Denver St. 
Denver 4 


Idaho 
Boise Junior College 
Boise 
Michigan 


University of Detroit 
School of Dentistry 
630 E. Jefferson Ave. 
Detroit 


Minnesota 


University of Minnesota 
School of Dentistry 
57 Nicholson Hall 
Minneapolis 4 

North Carolina 


**University of North Carolina 


School of Dentistry 
Chapel Hill 


Pennsylvania 


University of Pennsylvania 

Thomas W. Evans Museum & Dental Institute 
School of Dentistry 

4001 Spruce St. 

Philadelphia 


Puerto Rico 


**University of Pucrto Rico 
San Juan 22 


Tennessee 


University of Tennessee 
College of Dentistry 
347 Monroe St. 
Memphis 


Texas 
Austin Public Evening School 


12th & Rio Grande St. 
Austin 21 


San Antonio College 
1300 San Pedro 
San Antonio 


West Virginia 
Morris Harvey College 


2300 MacCorkle Ave. 
Charleston 


Wisconsin 


Marquette University School of Dentistry 
604 N. 16th St. 
Milwaukee 


tPrograms listed under this heading are not eligible 
for accreditation by the Council on Dental Education 
because they are less than one academic year in length. 
Graduates of these programs for a period of time are 
eligible to apply for certification. Specific requirements 
for Certification should be obtained from the Certifi- 
— Board of the American Dental Assistants Asso- 
ciation. 
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The dental service and the dental staff—%i 


COUNCIL ON HOSPITAL DENTAL SERVICE 


Most hospitals have adopted formal by- 
laws which govern their procedures and 
relations between the various elements 
which make up the hospital’s services 
and staffs. In establishing a hospital den- 
tal service, it may be necessary to ask for 
the amendment of the hospital’s bylaws. 
This request should be made formally 
only after a comprehensive study of the 
hospital’s bylaws and its administrative 
procedures, and after consultation with 
hospital officials. 

While it is recognized that many hos- 
pitals provide dental treatment only in 
the field of oral surgery at the present 
time, attention should be given to the 
possibility that additional services in the 
field of dentistry may be provided at a 
later date. For this reason, it is desirable 
that the bylaws establish a Department of 
Dentistry which may be expanded from 
time to time to include more compre- 
hensive dental services. 

It should be noted that in some hos- 
pitals provision may need to be made for 
an “oral surgery service” in distinction to 
the broader Department of Dentistry. 
This matter should be resolved at the 
local level in accordance with the needs 
of the community and the facilities avail- 
able in the hospital. 

Amendment of a hospital’s bylaws to 
include a hospital dental service fre- 
quently will require revision so as to in- 
clude in appropriate sections the terms 
“dentist” and “dental services.” 

In establishing bylaws for a hospital 
dental service, the Council on Hospital 
Dental Service recommends that atten- 
tion be given to the following: 


RECOMMENDATIONS ON BYLAWS FOR 
A HOSPITAL DENTAL SERVICE 


Name * Preference should be given to 
establishing a Department of Dentistry 
so as to permit the full scope of dental 
services. 


Dental Staff + Dentists privileged to 
practice in the hospital should be organ- 
ized into a dental staff which may be di- 
vided into the active dental staff and the 
house dental staff. 


Qualifications of Dental Staff Members + 
Membership on the dental staff should be 
restricted to dentists who are: 


1. Graduates of approved dental 
schools and legally licensed to prac- 
tice dentistry in the state in which 
the hospital is established. 


2. Members of the American Den- 
tal Association or the National Den- 
tal Association, or eligible for mem- 
bership in these organizations. 


3. Reputable in character and obe- 
dient to the Principles of Ethics of 
the American Dental Association. 


Members of the dental staff should 
have qualifications based on experience, 
training and demonstrated competence 
comparable to that of members of other 
services in the hospital. 

Dentists who engage in the practice of 
one of the specialties of dentistry recog- 
nized by the American Dental Associa- 
tion should, insofar as possible, meet the 
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requirements established by that specialty 
board. 


Qualifications of House Dental Staff 
Members * Dental interns and residents 
who are members of a house dental staff 
should be graduates of an accredited den- 
tal school and conform to the provisions 
of the dental practice act and the rules 
and regulations of the state board of den- 
tal examiners regarding dental interns 
and residents. 


Application for Staff Membership * Ap- 
plication for membership on the dental 
staff should be presented in writing to the 
hospital administrator on the prescribed 
form which shall state the qualifications 
and references of the applicant. On this 
form, the applicant should also signify 
his agreement to abide by the bylaws, 
rules and regulations of the hospital and 
dental staff. 


Procedure for Appointments * Applica- 
tions received by the hospital adminis- 
trator should be transmitted to the dental 
staff which, in turn, should develop a 
recommendation for transmittal to the 
credentials committee. Final action on 
the application is taken by the hospital’s 
governing board. 


Term of Appointment * The first ap- 
pointment should be made for one year or 
until the end of the current fiscal year. 
The second and following appointments 
are renewed annually by the governing 
board of the hospital unless there is an 
adverse recommendation by the dental 
staff. 


Functions of a Dental Department * The 
dental department should operate on the 
basis of the four following functions: 


1. Administrative * The conduct 
of the affairs of the dental depart- 
ment in accordance with the estab- 
lished administrative procedures of 
the hospital. 
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2. Consultative * The acting 
through customary channels, in a 
consultative capacity, on all prob- 
lems related to the dental health of 
the patient. Included in consulta- 
tions required under these standards 
are those required under the rules of 
the hospital staff. In all cases where 
the patient is not a good risk and in 
all cases in which diagnosis is ob- 
scure, or when there is doubt as to 
the best therapeutic measures to be 
utilized, consultation is appropriate. 
The consultation note, except in 
emergencies, shall be recorded prior 
to definitive treatment. 


3. Clinical + The rendering of pro- 
fessional services to the patients in 
accordance with the concepts of 
modern scientific dentistry and to 
evaluate these services periodically. 


4. Educational + The provision of 
training for junior staff members 
and where feasible, to dental interns, 
dental residents and nurses. 


Organization and Operation of Dental 
Department * In teaching hospitals and 
in larger hospitals, the functional divi- 
sion of the medical and dental staff into 
more than minimal departments or serv- 
ices is frequently desirable. In these in- 
stances, the organization of the depart- 
ment of dentistry or dental department 
should be comparable to that of other 
departments of the hospital. The dental 
department should be organized into sec- 
tions to conform to the areas of the rec- 
ognized dental specialties consistent with 
available facilities and the needs of the 
community. The section on oral surgery 
should be administered as a section of the 
department of dentistry coequal with the 
other specialties of surgery with full con- 
sultative and advisory relations with the 
department of surgery. 

In smaller hospitals, and in those hos- 
pitals where the principal activity of the 
dental department is oral surgery, this 
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Governing 
Body 


Administrator 


Medical and Dental Staff 


Department 
of Obstetrics 
& Gynecology Medicine 


Orthopedic Surgery 


Neuro-surgery 


Surgery 


Sections 


Prosthodontics 


Pedodontics 


Chart A 


service may be organized as a section of 
the surgery department coequal with the 
other surgical specialties. 


Head of Dental Department * The head 
of the dental department may be desig- 
nated as the chief of the department. He 
should be selected for his professional 
and executive ability on the same basis 
as the chiefs of other services. He should 
have the same privileges with regard to 
appointment to the medical board or 
executive committee as the chiefs of the 
other services. 


Staff Conferences and Meetings * The 
members of the dental department should 
attend and participate in general staff 
conferences. Regular departmental meet- 
ings should be held for a thorough re- 
view and analysis of clinical activities. 
The dental staff should have the priv- 
ilege of attending clinicopathological 
conferences and other meetings that will 
enhance the understanding of medical 
problems related to the dental service. 


Admission and Discharge of Dental Pa- 
tients * Dentists should have the privi- 
lege of admitting and discharging pa- 
tients for dental treatment. 


Medical Survey of Dental Patients * An 
adequate medical survey by a member of 
the medical staff shall be required on 
each patient before oral surgery. Indi- 
cated consultations with members of the 
medical staff shall be required in compli- 
cated cases. 


Oral Examination of Dental Patients * 
Dental patients should have a complete 
oral examination by a member of the 
dental department as soon after admis- 
sion as conditions permit. Dental out- 
patients should be afforded the same 
service when possible. 


Records + Careful records of all histories, 
diagnoses, therapeutic and operative pro- 
cedures should be kept on charts in 
accordance with the standard procedure 


of the hospital. 
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Rules + The dental department should 
establish rules for the conduct of its pro- 
gram comparable to the rules established 
by other services and not inconsistent 
with the rules of the hospital. 


Physical Equipment * Space, equipment, 
instruments and supplies should be ade- 
quate. 


Research * Research and investigation 
should be encouraged. The hospital 
should be encouraged to make every ef- 
fort to provide time for the investigations 
and to furnish such materials and as- 
sistance as may be needed. 


Library * An adequate selection of den- 
tal books and periodicals should be avail- 
able in the hospital library. 


Relation to School of Nursing + If the 
hospital maintains a school of nursing, 
the dental department should help train 
nurses in order that their knowledge of 
dental problems and procedures be in- 
creased. 


The hospital has been described as a 
“complex organization utilizing combina- 
tions of intricate, specialized scientific 
equipment and functioning through a 
corps of trained technicians educated to 
the problems of modern medical sci- 
ence.”! Hospitals require orderly pro- 
cedures under control of the governing 
body whose policies are made effective 
through a hospital administrator. 

In order to establish dental services in 
a hospital, the administrative pattern of 
the hospital should be studied. In gen- 
eral, the following people are most con- 
cerned with hospital administration: (1) 
the governing body; (2) the adminis- 
trator; (3) the medical staff. 

The governing body creates policy, sets 
rules and establishes objectives of serv- 
ices to coincide with community needs. 
Also, the many problems of proprietor- 
ship are the concern of the governing 


Governing 
Body 


Administrator 


Medical and Dental Staff 


Section 
on Oral 
Surgery 


Chart B 


body. It functions by authority through 
the hospital administrator who serves as 
a liaison officer between the governing 
body and the hospital staff and various 
services. 

The hospital administrator is the dele- 
gated authority directed to carry out the 
established policies, rules and regulations 
of the governing body to insure that 
standards of service be maintained. The 
administrator is responsible for the man- 
agement and coordination of the many 
services in the hospital. His duties include 
formulating and maintaining good pub- 
lic relations so that hospital goals are 
consistent with community needs. 

The medical staff consists of a group 
of physicians who have qualified for the 
privilege of membership. Final approval 
of appointment rests with the governing 
body. 

Two charts are shown. Preference 
should be given to Chart A where there 
is a Department of Dentistry. In those 
instances where there is only an oral sur- 
gery section (in distinction to the broader 
Department of Dentistry) preference 
should be given to Chart B. 


1. Departmental organization of the hospital. Hos- 
pitals 2S:insert opposite p. 56, Aug. 1951. 
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Mouth protectors—a dental society 


project 


BUREAU OF DENTAL HEALTH EDUCATION 
BUREAU OF PUBLIC INFORMATION 


A ready-made, practical public relations 
and public service project is now avail- 
able to constituent and component den- 
tal societies. 

The project centers on promotion of 
the use of custom-made mouth protectors 
by athletes who participate in contact 
sports, especially football. Injuries to the 
teeth and mouth continue to plague 
athletes, despite protection afforded by 
the wearing of face masks. 

Surveys have shown that the most 
common injuries to the football player 
involve the teeth and mouth. These in- 
juries can be prevented by the wearing 
of an effective intraoral protector. 

A joint committee of the American 
Dental Association and the American 
Association for Health, Physical Educa- 
tion and Recreation has made a study of 
dental injuries and mouth protectors. 
After a full year of work, the committee 
has prepared and published a report. 
Copies of the report have been sent to all 
constituent and component societies. 
Additional copies in limited numbers are 
available from the Bureau of Dental 
Health Education without charge. 

The report recommends that a custom- 
made latex (with flock) mouth protector 
be provided for each boy participating in 
football. 

This is in line with the resolution of 
the House of Delegates of the American 
Dental Association passed at its 1960 an- 
nual meeting in Los Angeles: 


Resolved, that all agencies concerned with 
interscholastic athletics be urged to make 
mandatory the wearing of properly fitted, in- 
dividually fabricated mouth protectors by 
members of school football teams and those 


engaged in other body-contact athletic ac- 
tivities during practice sessions and games, 
and be it further 

Resolved, that appropriate agencies of the 
Association encourage the implementation of 
the foregoing recommendations in every way 
possible. 


The National Alliance Football Rules 
Committee, in its January 1961 meeting, 
adopted a rule making mandatory the 
wearing of fitted, flexible mouth and 
tooth protectors by all boys participating 
in football. The rule becomes effective 
for the 1962 season. 

The rule applies to all members of 
high schools and colleges of the National 
Federation of State High School Athletic 
Associations, the Junior College Athletic 
Association and the National Association 
of Intercollegiate Athletics. 

The only exception to the rule is made 
if a dentist certifies that a boy cannot 
wear a protector. 

All dental societies, or groups of den- 
tists where there is no local society, are 
urged to contact appropriate school peo- 
ple, administrators or athletic coaches, 
to discuss the program for mouth pro- 
tectors. 

Since the amount of dentists’ time re- 
quired to fabricate protectors is minimal, 
societies are further urged to provide the 
service to schools on a public service 
basis. 

The school or some civic club usually 
would be pleased to purchase the mate- 
rial necessary for making the protectors. 
The cost of this material is not great. 

It is hoped that all societies will read 
and study the report and take suitable 
action for implementation. 
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Additions to the Library 


BUREAU OF LIBRARY AND INDEXING SERVICE 


The books listed here have been added 
recently to the Bureau collection. Re- 
quests for this material, available on loan 
to all members of the Association, should 
be addressed to the Bureau of Library and 
Indexing Service. There is no charge for 
borrowing books, but there is a minimal 
charge of one dollar for each package 
library. Practically all the dental journals 
published in the world at present are 
available to members on loan. Lists of 
books and package libraries are available 
on request. 


BOOKS 


AMERICAN DENTAL AsSOCIATION. American 
dental directory, 1961. Chicago, 1961. 1218 
p. $15. 

AMERICAN DENTAL AssociaTION. Twelfth 
state secretaries’ management conference, 
November 17-19, 1960; proceedings. Chi- 
cago, 1960. 149 p. 

AMERICAN DENTAL ASSOCIATION. BUREAU OF 
Economic RESEARCH AND Statistics. Dis- 
tribution of dentists in the United States 
by state, region, district and county. Chi- 
cago, 1960. 62 p. 

Bacon, E. S. The New York Academy of 
Dentistry; its first thirty-five years. New 
York, New York Academy of Dentistry, 
1960. 257 p. $10. 

Bonn. UNIVERSITATSKLINIK UND POLIKLINIK 
FUR Munp-, ZAHN- UND KIEFERKRANK- 
HEITEN. Festschrift zur Einweihung am 18 
November 1960. Bonn, 1960. 60 p. 

Gupin, R. G. Les prognathismes mandib- 
ulaires; leur thérapeutique orthopédique. 
Paris, Prélat, 1960. 84 p. 

Incus, J. M. & Campxin, Victor. General 
anaesthesia for dentistry. London, Arnold, 
1960. 85 p. $1.70. 

Jawetz, Ernest & Oruers. Review of medi- 


cal microbiology. 4th ed. Los Altos, Cal., 
Lange, 1960. 376 p. $5. 

Le Hucue, René. Inlays et onlays; bridges 
sur dents vivantes. 2d ed. Paris, Prélat, 1960. 
288 p. 

Mayer, A. W. Untersuchungen iiber die in 
der chemischen Industrie  auftretenden 
Mundrankheiten sowie Médglichkeiten und 
Grenzen der Therapie. Wesseling?, 1954. 
46 p. 

Neustapt, Econ. A practical system of ortho- 
dontics. New York, Fairfield Press, 1961. 
816 p. $28.50. 

New York. State. First District DENTAL 
Society. Centennial journal, 1860-1960. 
Edited by J. H. Kauffmann. New York, 
1960. 43 p. 

Outn, W. H. Cleft lip and palate rehabilita- 
tion. With a chapter by D. C. Spriesters- 
bach. Springfield, Ill., Thomas, 1960. 194 
p. $9. 

PeLLetierR, Maurice. Implants stellite sous- 
périostés en odonto-stomatologie ; technique 
chirurgicale et prothétique. Paris, Prélat, 
1960. 151 p. 

SvensKA TANDLAKARE-SALLSKAPET. 100 4rs- 
jubileet, 17-20 augusti 1960. (Svensk Tand- 
lakaretidskrift, Nov. 1960.) Stockholm, 1960. 
222 p. 

U. S. Nationat Instirute oF Dentat RE- 
SEARCH. Highlights of progress in research 
on oral diseases. (Public Health Service 
publication No. 760.) Washington, Govt. 
Print. Off., 1960. 22 p. $0.15. 

Veccuis, B. De. Nozioni di odontoiatria; del 
corso delle lezioni. Anno accademico 1944- 
45. Pisa, Vallerini, 1945. 72 p. $1.25. 


PERIODICALS 
ALASKA DeENTAL Society 
(Anchorage) 
DenTAL MANAGEMENT, (Stamford) 
REVISTA DE LA SOCIEDAD ODONTOLOGICA DEL 
ATLANTICO, (Barranquilla) 
Revista XXV Outusro, (Campinas) 
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1960 Amendments to Social Security Act: 


provision of dental care under 


medical assistance programs for medically indigent 


COUNCIL ON DENTAL HEALTH 


To determine the extent to which med- 
ical assistance programs for the aged are 
being implemented under the 1960 
Amendments to the Social Security Act 
(Title I: Grants to States for Old Age 
Assistance and Medical Assistance for 
the Aged) , the Council on Dental Health 
of the American Dental Association has 
conducted a survey of constituent dental 
societies. The legislation, described as 
Public Law 86-778 and popularly known 
as the Kerr-Mills Bill, was enacted last 
August. 

On November 16, a questionnaire was 
mailed to all 54 constituent dental so- 
cieties in the states and territories. As of 
January 31, a total of 44 replies had 
been received. In their tabulation, how- 
ever, the Panama Canal Zone was ex- 
cluded since the legislation is not appli- 
cable. As explained, “Everyone here is 
either an employee of the government or 
a dependent of an employee. Retired 
people leave the zone after their retire- 
ment, so problems of aid to the aging do 
not exist in this area.” 


BACKGROUND OF SURVEY 


The replies indicate a need for clarifica- 
tion of the provisions of the new law. 
Actually, it has two effects. It provides 
for expansion of existing programs for 
Old Age Assistance (OAA) recipients of 
public assistance, and it provides for the 
establishment of a new type of program 
—Medical Assistance for the Aged 
(MAA)—to help aged persons who do 


not need public assistance to meet their 
routine requirements but who do not 
have resources available to cover their 
health care needs. The two categories 
of programs may be defined further as 
follows: 

First, OAA. Existing medical care. pro- 
visions in the states can be improved or 
new ones added through increased fed- 
eral financial participation in payments 
to suppliers of medical (including den- 
tal) care to recipients of Old Age Assist- 
ance. 

Enactment of enabling legislation by 
state legislatures is not required; states 
may share immediately in the additional 
federal funds that are now available. 

Second, MAA. A subcategory of citi- 
zens 65 years of age and older, who are 
not eligible to receive Old Age Assistance 
but who are considered to be unable to 
meet the costs of needed health services, 
may receive medical assistance. 

Enactment of enabling legislation and 
provision of matching funds by state 
legislatures is ordinarily required; the 
one exception reported is .New Mexico. 
State programs for medical aid devel- 
oped under this provision of the new 
federal law may provide for any or all 
of 12 specified services, including dental. 

The Council is concerned with the de- 
velopment of all tax supported health 
programs that do or should provide for 
dental care. However, the brief ques- 
tionnaire was designed to obtain infor- 
mation on developments relating to the 
second effect of the new federal law: 
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the establishment of medical assistance 
programs for the medically indigent. 


ENABLING LEGISLATION 


The first survey question asked if the 
state legislature had enacted enabling 
legislation to implement a medical assist- 
ance program for the medically indi- 
gent as provided under the 1960 Amend- 
ments. 

There were six affirmative replies. 
They were from California, District of 
Columbia, Kentucky, Massachusetts, 
Michigan and West Virginia. Thirty-five 
replied that such legislation had not 
been enacted. Of these, 24 reported that 
legislation was anticipated at the next 
regular session; one reported that it was 
anticipated at a special session; nine re- 
ported that it was not anticipated; and 
one reported that it was not required. 
The last, New Mexico, said that its Pub- 
lic Welfare Act of 1937 covered such 
contingencies and, therefore, that new 
legislation was not necessary. Two states 
did not answer the question. 

In answer to the second question as to 
whether advice on dentistry had been 
provided in the development of the 
legislation, six of the 43 respondents re- 
plied that the state dental association had 
provided advice on dental coverage prior 
to the enactment of the legislation; 28 
that such advice would be provided; five 
that it would not be provided; and four 
did not answer the question. 

In the third question, the state dental 
societies were asked if they had provided 
or would provide advice on the dental 
aspects of the program after legislation 
was enacted. Five said that they had; 33 
that they would; one that it would not; 
and four did not reply. 

Answering the fourth question, 19 so- 
cieties said that their state welfare agency 
has an advisory body in conjunction with 
the new program; 14 that the agency 
plans to have such a body; four that 
such a body is not planned; and six did 


not answer. Fifteen reported that the 
advisory body includes representation 
from the state dental association; 12 that 
it would include dental representation; 
six that it would not include such repre- 
sentation; and 10 did not answer the 
question. 


APPROPRIATIONS 


The fifth question requested information 
as to the amount of money appropriated 
in each state for the first year of the new 
program, whether dental care would be 
included and, in the latter event, how 
much of the appropriation would be 
designated for such care. 

Arkansas, which anticipates the enact- 
ment of legislation, did not specify the 
amount to be appropriated for the total 
medical assistance program but said that 
dental care would be included and that 
the state would provide $300,000 and 
the federal government $1,200,000, mak- 
ing a total of 1.5 million dollars for den- 
tal services for the first two-year period. 

In California, the total appropriation 
for the medical assistance program was 
not known, but it was estimated that 7 
to 10 million dollars would be designated 
for dental care. 

The District of Columbia reported 
that $750,000 had been appropriated for 
the total program, with $30,000 desig- 
nated for dental care. 

In Georgia, Hawaii and Indiana, 
where legislation was anticipated, the 
funds to be appropriated for the entire 
program were not known. Dental care 
will be included, and the amount of the 
appropriation to be designated for dental 
services is to be determined in each 
state. 

Dental services have been excluded 
from the MAA program in Kentucky 
because of the limitation of funds. How- 
ever, the appropriation for dental serv- 
ices under the OAA program in that 
state has been increased. Of 5.5 million 
dollars for both the OAA and MAA pro- 
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grams, $259,000 has been designated for 
dental services under the OAA program. 

In Massachusetts, funds for the med- 
ical care program are to be “unlimited 
—based upon need.” Dental care is to 
be included on the same basis. 

In Michigan, $3,829,000 has been ap- 
propriated for both the OAA and the 
MAA program. Dental care will not be 
included in either program. 

The sum of $500,000 will be requested 
in New Mexico for the entire program. 
Dental care will be included, but no 
specific amount has been designated. 

Although the over-all appropriation 
for the program in North Carolina was 
not indicated, it was reported that $500,- 
000 would be requested for dental care 
which is to be included. 

In Oregon and Tennessee, dental care 
will not be included in the program, and 
the total appropriations were not re- 
ported. 

West Virginia is appropriating $1,382,- 
000 to be matched by $3,388,000 in fed- 
eral funds for the first six months of the 
program. Dental care will be included 
on an emergency basis only, and no set 
amount has been designated for the costs 
of such care. 

Wisconsin reported that a “sum suffi- 
cient” has been appropriated for the pro- 
gram and that dental care would be in- 
cluded. The amount to be designated for 
dental care was not indicated, and it was 
pointed out that “An assistance program 
for the medically indigent already exists 
in Wisconsin, and enabling legislation 
would not be necessary to assure its con- 
tinuance.” 


ADVISORY ACTIONS 


In providing advice on dental coverage 
in the drafting of enabling legislation, 
society actions included expressions of 
willingness to work with appropriate 
state agencies; formal resolutions calling 
for the inclusion of dental services; meet- 
ings between representatives of the so- 


ciety and appropriate state agencies; 
utilization of the society’s established 
legislative program, of dental represen- 
tation on the welfare department’s ad- 
visory committee or of the society’s mem- 
bership on the state Joint Council to 
Improve the Health Care of the Aged. 
In one state, the dental society attorney 
assisted in drafting the legislative pro- 
posal. A few societies were “waiting to 
be approached.” 

In Alabama, as an example of state 
society alertness, the executive council 
of the Alabama Dental Association made 
the following recommendations related 
to the use of funds “which will be avail- 
able to provide medical assistance for 
‘medically indigent’ persons sixty-five 
years and older: 

“That dental services be included; 

“That those eligible be allowed to seek 
treatment from any ethical dentist or 
institution ; 

“That bills for services rendered be 
sent from the dentist or institution to 
the agency responsible for administering 
the fund, and 

“That, if dental services are included, 
a committee be appointed by the presi- 
dent of the Alabama Dental Association 
to prepare a reasonable fee schedule for 
the allowed dental services.” 

Another example of community lead- 
ership was the action of the executive 
council of the Wisconsin State Dental 
Society on December 10 when it adopted 
the following resolution: 


Resolved, that the Executive Council as the 
governing body of the Wisconsin State Dental 
Society, a voluntary organization to which all 
but a small number of the practitioners of den- 
tistry in this state belong, go on record as 
strongly favoring the inclusion of a realistic 
amount of dental care among the elements of 
health care which are to be provided to quali- 
fying Wisconsin residents under the provision 


of the said Kerr-Mills Act, and be it further 


Resolved, that the Honorable Gaylord Nel- 
son, Governor of the State of Wisconsin, be 
encouraged and urged to seek the prompt 
enactment of such amendments to the Wis- 
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consin Statutes as are believed necessary to 
enable this state to receive the full benefits of 
the Kerr-Mills Act, and be it finally 

Resolved, that copies of this resolution, ex- 
ecuted by the president and constitutional sec- 
retary of the Society, be sent to Governor 
Nelson, to the Department of Public Welfare 
of Wisconsin, and to the American Dental 
Association. 


DENTAL SERVICES 


The final survey question sought infor- 
mation from each state on the dental 
services to be provided if a medical 
assistance program were established for 
the medically indigent. The services 
recommended ranged from emergency 
treatment, with equal emphasis on oral 
surgery and relief of pain and infection, 
to rehabilitative care. As expressed in 
one reply, other services recommended 
in addition to emergency care would be 
determined by selection of patients who 
would benefit most from such additional 
services. 


COUNCIL COMMENT 


The gratifying return of 80 per cent of 
the questionnaires is further demonstra- 
tion of the dental profession’s serious 
concern for the development of effective 
programs to meet the total health needs 
of the chronically ill and aged—these 
segments of the population can hardly 
be separated on the basis of need. The 
requests for information received by the 
Council from state dental societies during 
and since the survey show also that efforts 
to meet these health needs are being 
accelerated. 

Such effort is in accord with policies 
of the Association calling for constituent 
and component dental societies to provide 
leadership in the development of plans 
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for the dental care and rehabilitation of 
the chronically ill and aged and recip- 
ients of public assistance. Principles for 
the development of such programs and 
for methods of payment have been estab- 
lished as have priorities in treatment 
services. Copies of pertinent Association 
statements are available on request to 
the Council on Dental Health. 

Thus, Association policy already exists 
to guide state dental societies. The infor- 
mation required now is on experience in 
extending the application of that policy 
to the development of programs for a 
newly defined segment of the popula- 
tion: the medically indigent. Accord- 
ingly, the Council will require the co- 
operation of all dental societies in the 
prompt reporting of developments in 
their states. 


ADDENDUM 


Since the tabulation of the questionnaires 
and the preparation of the report, addi- 
tional information has been received 
from the Washington State Dental Asso- 
ciation. According to Mr. Robert E. 
Paulsen, executive secretary, the state’s 
present law is such that new legislation 
is not required, and a proposed program 
has been submitted to and approved by 
the Social Security Administration. The 
state has requested and is at present re- 
ceiving additional federal funds under 
the new program. Dental care is presently 
included and its continuance is planned, 
with $1,400,000 allocated for dental care 
during the next biennium. Mr. Paulsen 
emphasized that in Washington dentistry 
“has constantly worked with the Depart- 
ment of Public Assistance on an advisory 
basis and one dentist is required by law 
on the Medical Care Advisory Commit- 
tee of the Department.” 
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Dental fees in 1959 


BUREAU OF ECONOMIC RESEARCH AND STATISTICS 


National median fees of nonsalaried den- 
tists in 1959 were $5 for a prophylaxis, a 
one-surface amalgam filling and for a 
single extraction (uncomplicated, with 
local anesthetic), $50 for an acrylic 
jacket crown and $110 for a complete 
upper acrylic-base denture. Average fees 
for the United States, regions and states 
are shown in Table 1. In the three year 
period 1956-1959, mean fees for four of 
the five dental services increased by 12 
to 15 per cent; the increase in the mean 
fee for a one-surface amalgam filling was 
about one half as large. (In 1956, U.S. 
averages did not include Alaska and 
Hawaii. In order to compare data for the 
three years, 1959 means for the U.S. were 
adjusted to exclude these two states. ) 
Mean fees for all five of the dental 
services were higher in the Far West than 
in any other region. In the Southwest 
region mean fees were higher than the 
national mean for four of the five serv- 
ices; the mean fee for a complete upper 
acrylic-base denture was lower. Mean 
fees in the Middle East region were 
higher than the United States mean for 
a single extraction, acrylic jacket crown 
and complete upper acrylic denture. 
Tables 2-4 give the distributions of 
dentists according to fees charged for 
each of the five dental services. As in 
previous surveys, the results reflect a 
wide range in the fees charged for each 
of the five services. The highest fee for 
a prophylaxis, for example, was 30 times 
greater than the lowest fee. For a one- 
surface amalgam filling and for a single 
extraction the highest fee was 20 times 
higher than the lowest fee. Fees for an 
acrylic jacket crown ranged from less 


than $20 to more than $110. For a com- 
plete upper acrylic-base denture, fees 
ranged from less than $50 to $350 or 
more. 


COMPOSITE FEE 


A “composite fee’ was computed for 
each respondent who answered all five 
fee questions. The composite fee is the 
total fee for 10 prophylaxes, 30 one-sur- 
face amalgam fillings, 20 .single extrac- 
tions, one acrylic jacket crown and one 
complete upper acrylic-base denture. 
These weights represent the approximate 
relative frequency of the five services for 
the average dentist in the United States. 
Thus, the composite fee is an accurate 
index of the general fee level by state, 
age group and other classifications. 

The composite fee differs slightly from 
the weighted sum of the individual fee 
averages given in Table 1 because some 
dentists entered fees for less than five 
services. 

The mean composite fee for the United 
States was $464.39, an increase of 11 per 
cent from 1956 (Table 5). The highest 
composite fee of $584.26 in the Far West 
was 45 per cent more than the lowest fee 
of $401.91 in the Southeast. Among the 
individual states, Alaska had the highest 
fee, $761.67, whereas North Carolina, 
West Virginia and Maine were at the 
other end of the scale with fees of 
$352.60, $356.94 and $357.63, respec- 
tively. Thus, dental fees in Alaska were 
more than double those in North Caro- 
lina, West Virginia and Maine. 

Further evidence of the wide range in 
fees is offered by the distribution of den- 
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Table 1 © Average fees reported by nonsalaried dentists, by region and state 


Dental | Amalgam filling | Single Acrylic Complete upper 
Region and prophylaxis (one-surface) extraction jacket crown denture 
state 


Mean | Median Mean | Median} Mean |Median| Mean | Medion Mean Median 


New England $4.98 $5.00 $4.60 $4.00 $5.10 i $50.90 . $114.83 $100.00 
Connecticut 5.41 5.00 5.03 5.00 5.47 J 54.61 S 130.05 125.00 
Maine 4.31 4.00 3.68 4.00 4.09 . 40.12 } 86.11 75.00 
Massachusetts 4.90 5.00 4.61 . 5.29 . §2.31 : 116.97 1065.00 
New Hampshire 4.45 4.50 3.96 4.21 42.80 85.00 
Rhode Island* 4.28 4.00 4.16 43.13 

Vermont* 4.43 4.00 3.82 45.28 


Middle East 5.00 4.61 56.95 
Delaware* . 5.00 4.85 . 56.92 
Dist. of Col. 6.00 5.23 61.62 
Maryland 5.00 4.30 56.34 
New Jersey 5.00 5.13 59.57 
New York : . 4.80 . : . 60.62 
W. Virginia : . 3.96 . . J 43.36 


Alabama 4.56 ‘ 44.08 
Arkansas . 4.10 J 43.07 
Florida 4.99 . 50.16 
Georgia 4.21 . 44.82 
Louisiana 4.87 . 54.93 
Mississippi . 4.10 43.75 
No. Carolina . 3.88 . 43.51 
So. Carolina 3.96 . 43.14 
Tennessee . 4.38 . J 45.43 


Southwest §.32 . 54.18 
Arizona - §.31 56.45 
New Mexico i 5.49 $0.15 
Oklahoma . 4.69 48.44 


Central J 4.58 . $1.15 
Ilinois J 5.07 . . J 50.51 
Indiana 4.70 . 48.62 
lowa 4.23 J 46.89 
Michigan 4.56 
Minnesota . 4.15 
Missouri 4.37 
Ohio 4.55 
Wisconsin d 403 


Northwest 4.68 
Colorado §.23 
Idaho . . 4.75 
Kansas . 4.39 
Montana . J 4.58 
Nebraska 4.55 
No. Dakota . 4.51 
So. Dakota . . 4.70 
Utah . . 4.02 
Wyoming * . . 4.57 


Far West 6.54 
Alaska* 8.67 
California 7.06 
Hawaii* . 4.35 
Nevada* 5.53 
Oregon 4,94 
Washington 5.38 


United States 4.86 
Puerto Rico* . 4.62 


*Less than 25 replies for one or more dental services. 


4 ar 
55.00 123.76 125.00 
50.00 111.92 105.00 
60.00 141.13 150.00 Pal? 
50.00 109.74 100.00 
60.00 136.40 125.00 
60.00 133.33 125.00 
50.00 100.43 100.00 
40.00 85.92 75.00 oes 
50.00 92.38 80.00 
45.00 75.51 75.00 
40.00 78.60 75.00 7 
50.00 120.01 125.00 
45.00 83.33 75.00 ae 
50.00 78.29 75.00 ae 
50.00 111.85 100.00 
40.00 81.61 75.00 
40.00 80.15 75.00 a 
40.00 78.37 67.50 cone 
45.00 84.25 75.00 
50.00 100.37 100.00 
50.00 110.95 100.00 
50.00 112.66 100.00 
50.00 114.52 100.00 = 
50.00 97.28 95.00 ee 
50.00 115.02 105.00 
50.00 114.16 100.00 
50.00 12847 125.00 
50.00 96.19 90.00 
45.00 104.00 100.00 
50.00 113.60 100.00 
50.00 105.07 95.00 
45.00 117.64 100.00 
50.00 119.07 120.00 
50.00 104.17 100.00 
5.00 441 4.00 47.26 50.00 106.19 100.00 
5.00 5.26 5.00 50.64 50.00 12583 125.00 
5.00 442 5.00 46.44 50.00 94.02 100.00 
4.00 446 4.00 43.73 45.00 101.39 100.00 me 
5.00 441 5.00 51.51 50.00 104.66 100.00 
500 435 4.00 45.64 45.00 101.61 95.00 em: 
4.00 393 4.00 48.00 50.00 103.21 100.00 
5.00 391 4.00 47.45 50.00 105.89 100.00 
4.00 458 5.00 4807 50.00 10064 100.00 
5.00 432 4.00 52.50 50.00 10841 100.00 
6.00 650 600 6260 60.00 144.75 125.00 
9.00 7.33 600 69.44 75.00 186.67 150.00 
6.00 7.04 7.00 67.85 65.00 15462 150.00 aa. 
4.00 5.05 5.00 46.39 45.00 12263 125.00 
5.00 540 5.00 65.00 6250 134.33 125.00 es 
5.00 487 5.00 53.85 50.00 12291 125.00 
5.00 522 5.00 51.67 50.00 119.02 115.00 
5.00 500 5.00 53.56 50.00 117.48 110.00 
4.00 3.07 2.50 42.50 40.00 66.79 65.00 
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Table 2 ® Percentage distribution of nonsalaried den- 
tists according to fee charged for prophylaxis, one 
surface amalgam filling, and single extraction (uncom 
plicated with local anesthetic) 


A | 
Fee Prophylaxis | Single 


filling extraction 


Under $3.00 0.6 0.8 1.6 
$ 3.00-$3.95 4.6 10.4 15.0 
$ 4.00-$4.95 14.3 34.6 19.2 
$ 5.00-$5.95 40.8 33.9 42.4 
$ 6.00-$6.95 17.8 10.7 L9.4 
$ 7.00-$7.95 ; 3.6 5.3 
$ 8.00-$8.95 2.9 2.5 
$ 9.00-$9.95 y 0.6 0.3 
$10.00 1.9 3.6 
More than $10.00 0.6 0.7 


100.0 


tists based on composite fees (Table 6). 
The composite fees ranged from less than 
$200 to more than $1,000. Less than one 
out of every hundred dentists in the 
United States charged a composite fee of 
under $250, whereas about two charged 
$800 or more. 

Dentists 55 to 59 years of age reported 
a higher mean composite fee ($485.62) 
than did dentists in other age groups 
(Table 7). In 1956, however, the highest 
fee was reported by dentists who were a 


Table 3 © Percentage distribution of nonsalaried 
dentists according to fee charged for acrylic jacket 
crown 


Fee Per cent 


Under $25 1.7 
$ 25-$29 2.5 
$ 30-$34 2.9 
$ 35-$39 6.7 
$ 40-$44 9.8 
$ 45-$49 7.4 
$ 50-$54 25.4 
$ 55-$59 47 
$ 60-$64 15.7 
$ 65-$69 7.2 
$ 70-$74 2.4 
$ 75-$79 9.6 
$ 80-$84 0.3 
$ 85-$89 0.9 
$ 90-$94 0.6 
$ 95-$99 0.2 
$100 and more 2.0 


100.0 


OCIATION 


decade younger, 45 to 49 years of age. 
Dentists in the youngest age group of 25 
to 29 years had the lowest fee ($444.52). 
Fees increased with each higher age 
group, with the exception of that of 45 
to 49 years, to the peak at 55 to 59 years. 
Thereafter, the mean decreased—a slight 
decrease in the early sixties, but substan- 
tial in the two older groups. 

Dentists in each city-size group of less 
than 25,000 population reported mean 
composite fees which were lower than the 


Table 4 ® Percentage distribution of nonsalaried den- 
tists according to fee charged for complete upper 
acrylic-base denture 
Fee Per cent 
Under $ 50 0.4 
$ 50-$ 59 2.0 
$ 60-$ 69 3.4 
$ 70-$ 79 9.8 
$ 80-$ 89 6.8 
$ 90-$ 99 6.0 
$100-$109 19.9 
$110-$119 §3 
$120-$129 19.9 
$130-$139 2.8 
$140-$149 0.9 
$150-$159 13.8 
$160-$169 0.6 
$170-$179 2.2 
$180—$189 0.5 
$190-$199 0.1 
$200-$209 2.6 
$210 and more 3.0 


Total 100.0 


national mean (Table 8). Dentists in 
each city-size group of 25,000 and over 
had a fee which exceeded the national. 
With one exception, mean fees increased 
with each larger city-size classification, 
from a low of $361.69 in places with less 
than 1,000 population to $524.22 in cities 
over 1,000,000. 


SUMMARY 


Fees for four of the five dental services 
increased at the rate of 4 to 5 per cent 
a year in the three year period 1956-1959. 
The composite fee, which can be con- 


| | | | 

| 

Total A 
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Table 5 ® Average composite fee reported by nonsalaried dentists, by region and state 


Region and 
state 


Region and 
state 


| Mean 


New England $442.42 Central 
Connecticut 485.96 J Illinois 
Maine 357.63 . Indiana 
Massachusetts 456.33 lowa 
New Hampshire * 377.08 F Michigan 
Rhode Island* 385.63 . Minnesota 
Vermont* 382.39 . Missouri 

Ohio 

Middle East 468.73 \ Wisconsin 
Delaware* 465.00 
Dist. of Columbia 528.91 3 Northwest 
Maryland 429.97 4 Colorado 
New Jersey 507.82 - Idaho 
New York 497.12 : Kansas 
Pennsylvania 393.93 : Montana 
West Virginia 356.94 : Nebraska 

North Dakota 

Southeast 401.91 5 South Dakota 
Alabama 384.51 Utah 
Arkansas 372.00 . Wyoming * 
Florida 464.43 
Georgia 380.68 . Far West 
Kentucky 368.47 . Alaska* 
Louisiana 463.86 J California 
Mississippi 381.73 ’ Hawaii* 
North Carolina 352.60 3 Nevada* 
South Carolina 367.45 t Oregon 
Tennessee 395.45 . Washington 
Virginia 408.55 

United States 

Southwest 491.11 

Arizona 482.31 Puerto Rico* 

New Mexico 506.28 

Oklahoma 437.11 

Texas 503.96 


*Less than 25 replies from the state. 


Table 6 ® Percentage distribution of nonsalaried 
dentists according to composite fee 
Fee Per cent Table 7 ® Average composite fee reported by non- 
Under $250 0.8 
$250-$299 28 Age Mean Median 
$300—$349 9.2 
$350-$399 14.5 25-29 $444.52 
$400-$449 20.2 30-34 452.52 
$450-$499 21.9 35-39 
$500-$549 12.8 40-44 
$550-$599 7.5 45~49 
$600-$649 4.3 50-54 
$650-$699 55-59 
$700-$749 60-64 
$750-$799 65-69 
$800 and more d 70 end over 


All ages 


$445.06 $440.00 ite 
484.83 455.00 
428.03 410.00 
395.63 390.00 
453.61 450.00 he 
421.68 425.00 
451.19 450.00 
408.50 407.50 
437.40 445.00 
494 45 480.00 
437.78 434.00 ae 
419.31 415.00 aa 
449.20 455.00 
420.69 431.50 
420.16 407.50 
434.82 415.00 =" 
413.46 420.00 
428.24 430.00 
584.26 570.00 
761.67 715.00 
625.23 590.00 a 
456.18 450.00 
: 536.79 527.50 
484.57 477.50 
494.38 500.00 
464.39 450.00 
372.78 335.00 4 
wk 100.0 464,39 450.00 
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Table 8 ® Average composite fee reported by non- 
salaried dentists, by size of city and for six large cities 


City — Mean | Median 
or city | 


Under 1,000 $361.69 $360.00 
1,000-—2,500 372.83 375.00 
2,500—5,000 393.26 385.00 
5,000—10,000 413.30 410.00 
10,000—25,000 458.64 450.00 
25,000-50,000 474.29 450.00 
50,000—100,000 483.75 470.00 
100,000—250,000 490.43 470.00 
250,000—500,000 504.05 470.00 
500,000— 1,600,000 493.60 485.00 
Over 1,000,000 524.22 500.00 


All city sizes 464.39 450.00 


New York 525.44 500.00 
Chicago 513.30 497.50 
Los Angeles 693.14 665.00 
Philadelphia 389.41 390.00 
Detroit 502.68 495.00 
Cleveland 495.00 485.00 


sidered an index of general fee level, in- 
creased at almost the same rate. 

As in previous surveys, mean fees were 
highest in the Far West region. The 
mean composite fee in the Far West was 
45 per cent higher than in the Southeast. 
A wide variation in fees was evidenced 
by the highest reported fee for a prophy- 
laxis being 30 times greater than the 
lowest. For the four other dental services 
and the composite fee, the highest fee 
was at least 14 times greater than the 
lowest fee reported. 

The lowest mean composite fee was 
reported by dentists in the youngest age 
group, 25 to 29; the highest was reported 
by dentists aged 55 to 59. In general. 
fees were lower in places of smallest size 
and highest in cities of largest size. 


Survey of hospital dental departments 


ll. Dental staff 


BUREAU OF ECONOMIC RESEARCH AND STATISTICS 


Dentists on attending and house staffs in 
the 1,004 responding hospitals numbered 
9,798 in 1958. (“Attending staff” refers 
to dentists holding hospital appoint- 
ments; “house staff” refers to interns and 
residents.) More than one half of the 
dentists had active staff rank but only 
1.3. per cent held honorary positions 
(Table 5). Approximately 6 per cent of 
the dentists were interns or residents. 

A substantial difference existed among 
hospitals in the proportion having den- 
tists in any one staff category, as well as 
in the number of dentists in the specific 
staff classifications. For example, the 
proportion of hospitals which had den- 


tists in a specified category ranged from 
7 per cent of the hospitals with dentists 
on the honorary staff to 90 per cent with 
dentists on the active staff. Among the 
responding hospitals, the highest num- 
ber of dentists on the hospital staff (both 
attending and house staffs) was 97. The 
largest number of dentists reported by a 
hospital in a single staff category was 67 
on the courtesy staff. 

Attending staff dentists were predomi- 
nantly in general hospitals, 83.6 per cent 
(Table 6). Over-all, the mean number 
of dentists on the attending staff, in the 
responding hospitals, was 9.2. General 
hospitals had the highest mean of 12.1 


Z 
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dentists, followed by allied special hos- 
pitals with 8.3. The lowest mean was in 
tuberculosis hospitals with 2.1 dentists. 

About one half of the attending staff 
dentists were in voluntary hospitals 
(Table 7). The smallest proportion, 1.6 
per cent, was in proprietary hospitals. 
Voluntary hospitals had the highest mean 
number of dentists, 14.6, with the next 
highest of 7.5 in federal hospitals. 

As hospitals increased in size, the mean 
number of attending dentists in hospital 
dental departments increased, with the 
exception of the largest size hospitals. 
Responding hospitals with fewer than 25 
beds had a mean of 2.0 dentists (Table 
8). The mean increased with each size 
classification to 12.3 dentists in hospitals 
with 300 to 499 beds. In the largest hos- 
pital size group, 500 or more beds, the 
mean decreased slightiy to 10.3. 

Dental interns and residents (house 
staff) were predominantly in general 
hospitals—481 out of the 561 interns and 
residents reported. Psychiatric and allied 
special hospitals each had 38 and five 
were in tuberculosis hospitals. Within the 
group of allied special hospitals, house 
staff was reported in three types: pedi- 
atric, chronic disease and “other” 
specialty hospitals. 

The largest hospitals (500 or more 
beds) had 421 of the reported total of 
561 interns and residents. The number 
of interns and residents decreased sub- 
stantially with each of the next three 
smaller size groups of hospitals. None of 
the hospitals with 50 to 99 beds reported 
having a dental house staff; one hospital 
with 25 to 49 beds reported having one 
dental intern. 

Relatively few dentists on hospital 
staffs had an advanced degree (Table 9). 
About 3 per cent of the dentists held a 
Master of Science degree, 1.6 per cent 
had a Master of Science in Dentistry and 
1.0 per cent held a degree of Doctor of 
Medicine. A few dentists had more than 
one degree, for example, a Master of 
Science and Doctor of Philosophy. 
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Table 5 ¢ Number and per cent of dentists in speci- 
fied staff categories 


Staff category 


Active staff 

Honorary staff 
Consulting staff 
Associate staff 
Courtesy staff 
Privileges of the hospital 
Interns 

Residents 


Total 


Table 6 © Percentage distribution and mean number 
of staff dentists, excluding interns and residents, ac- 
cording to type of hospital 


Type of hospital Per cent | Mean 


General . 12.1 
Allied special 8.3 
Psychiatric J 3.6 
Tuberculosis d 2.1 
Hospital department of 

an institution + 3.8 


Total J 9.2 


Table 7 © Percentage distribution and mean number 
of staff dentists, excluding interns and residents, ac- 
cording to hospital ownership or control 


Ownership or control Per cent | Mean 


Governmental, 

nonfederal 21.7 5.7 
Governmental, federal 23.2 7.5 
Voluntary §3.5 14.6 


Proprietary 1.6 54 


Total 100.0 9.2 


Table 8 © Percentage distribution and mean number 
of staff dentists, excluding interns and residents, ac- 
cording to hospital size 


Hospital size Per cent | Mean 


Less than 25 beds 2 2.0 
25- 49 2.3 3.0 
50- 99 10.2 6.3 
100-199 14.1 8.4 
200-299 17.5 11.0 
300-499 21.3 12.3 
500 and over 34.4 10.3 


100.0 9.2 


3 
Number | Per cent 
5,360 54.7 
124 1.3 a 
1,166 
657 6.7 
1,389 14.2 
541 5.5 
327 3.3 
234 2.4 
- — 
7 
= 
¥ 
: sid 7 
Total 
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Table 9 © Per cent of dentists on hospital staffs with 
specified advanced degrees 


Degree Per cent 
Master of Science 
Master of Science in Dentistry 
Doctor of Medicine 
Master of Arts 
Doctor of Philosophy 
Doctor of Science 
Master of Public Health 
Doctor of Public Health 


*Less than .05%. 


SOME ORGANIZATIONAL 
CHARACTERISTICS 


In nine out of ten of the responding hos- 
pitals, the dental department was under 
the actual direction of a dentist. How- 
ever, the proportion of departments 
under a dentist’s direction differed 
among the various types of hospital 
ownership or control. Dentists directed 
the dental departments in at least 92 
per cent of the proprietary hospitals and 
governmental hospitals, both federal and 
nonfederal. In voluntary hospitals, on the 
other hand, 80.2 per cent of the dental 
departments were under the direction of 
a dentist. 

The frequency of dental departments 
being under the direction of a dentist 
increased according to hospital size, with 
the exception of the smallest hospitals. 
In hospitals with 50 to 99 beds, 80.8 per 
cent of the departments were under a 
dentist’s direction. The per cent increased 
with each larger size group to reach 98.4 
per cent in hospitals with 500 beds and 
over. In the one exception to this pattern, 
in hospitals with less than 50 beds, 86.1 
per cent of the dental departments were 
under the direction of a dentist. 

Responses to the question, “To whom 
is the dental department directly re- 
sponsible,” indicate a difference in the 
organizational structure of dental de- 
partments according to hospital owner- 
ship or control. One half of the dental 
departments in the responding voluntary 
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hospitals were directly responsible to the 
chief of the surgical department and 40.5 
per cent were responsible to the hospital 
administrator or medical director. In 
responding federal hospitals, however, 
3.0 per cent of the departments were 
directly responsible to the chief of the 
surgical department and 78.1 per cent to 
the hospital administrator (including 
commanding officer in military hospitals 
and manager in Veterans Administra- 
tion hospitals) or medical director. It was 
reported by 15.6 per cent of the federal 
hospitals that the dental department was 
responsible to the “Director of Profes- 
sional Services.” This organizational 
classification was not reported by any 
other group of hospitals, except non- 
federal governmental where the propor- 
tion was less than | per cent. 

Dental departments in 13.1 per cent of 
the nonfederal governmental hospitals 
were responsible to the chief of the sur- 
gical department and 79.9 per cent to the 
hospital administrator or medical direc- 
tor. Within proprietary hospitals approxi- 
mately the same proportion of dental de- 
partments were responsible to the hos- 
pital administrator or medical director 
as to the chief of the surgical depart- 
ment. 

Authority for admitting in-patients to 
general hospitals for dental treatment 
differed among the different types of hos- 
pital ownership or control. Although in 
only 38.0 per cent of the proprietary gen- 
eral hospitals dentists had the authority 
for admitting in-patients, in 61.6 per cent 
of the federal hospitals this was the policy 
(Table 10). In slightly over one half of 
the nonfederal governmental and volun- 
tary general hospitals dentists had the 
specific authority to admit in-patients for 
dental treatment. In about one third of 
these two groups of hospitals the 
authority rested jointly with physician 
and dentist. Joint authority prevailed in 
almost one half of the proprietary and 
28.9 per cent of the federal general hos- 
pitals. 
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Table 10 © Percentage distribution of general hospitals according to replies to the question “When in-patients 
are admitted to the hospital specifically for dental treatment, under whose cuthority are these patients admitted?” 


by ownership or control of hospital 


| 


Authority Governmental, 
nonfederal 


Governmental, 
federal | 


Ownership or control 


All 
general 
hospitals 


Voluntary 


iet 
(nonprofit) Proprietary 


Dentist 

Physician 

Dentist and physician jointly 

Dentist or physician 

Dentist or dentist and physician jointly 
Other combinations of above 


54.6 


Total 


As would be expected, in the vast ma- 
jority of hospitals attending physicians, 
medical or surgical residents or interns 
gave physical examinations to in-patients 
prior to dental surgery. Although reports 
from about one fifth of the hospitals indi- 
cated that the attending dentist, dental 
resident or intern made the physical ex- 
amination, respondents from a substan- 
tial number of hospitals showed that 
more than one person gave the examina- 
tion. Frequently, these multiple responses 
indicated that the examinations were 
given by both dental staff and physicians. 
In a few instances, it was reported that 


51.4 


oniy a dentist made the physical exami- 
nation. 

Dental hygiene services were not avail- 
able to in-patients in a majority of hos- 
pitals. The largest proportion of hospitals 
in which dental hygiene services were 
available were federal hospitals, 47.3 per 
cent, followed by 22.1 per cent of non- 
federal governmental hospitals, 17.6 per 
cent of voluntary and 7.7 per cent of 
proprietary hospitals. 

The next chapter in this series on hos- 
pital dental departments will present in- 
formation on training and other pro- 
grams. 


| 
61.6 38.0 $5.2 
9.1 3.9 7.1 4.8 6.2 a 
34.3 28.9 32.9 47.6 32.1 Fas 
0 0 1.4 4.8 8 ie 
2.0 3.9 6.1 4.8 46 ee 
0 17 0 il 
— 100.0 100.0 100.0 100.0 100.0 ay 
an 
= 
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Survey of public attitudes regarding dentures 


IV. Source of denture repairs 


BUREAU OF ECONOMIC 


Respondents wearing dentures or bridges 
were asked to indicate types of repairs 
made on their “false teeth” during the 
12-month period immediately preceding 
the survey. They were also asked to indi- 
cate the source of such repairs and the 
cost involved. 

A denture or bridge wearer who is 
faced with a repair problem ordinarily 
goes to his dentist for the needed repairs. 
State dental practice acts, of course, 
prohibit all persons except licensed 
dentists from performing any pros- 
thetic services directly for the public. 
However, some people go directly to a 
dental laboratory technician and others 
make the repairs themselves. Inasmuch 
as it is difficult, on the basis of data ob- 
tained, to make a reliable estimate of the 
number who made their own repairs, this 
analysis will be restricted to the 18.0 per 
cent of denture or bridge wearers who 
specified that they went to a dentist or 
to a dental laboratory technician for their 
repairs. Of this group, 93.7 per cent re- 
ported going to a dentist and 6.3 per cent 
to a technician. 

The survey indicated that there is a 
greater tendency for people to go to a 
laboratory technician for denture repairs 
than for denture relining or bridge re- 
pairs (Table 28). Of all the respondents 
who had their dentures repaired by either 
a dentist or a technician, 8.7 per cent had 
the work done by a technician. ‘This com- 
pares with 4.1 per cent who went to a tech- 
nician for denture relining and 3.5 per 
cent who went to a technician for bridge 
repair. More people (98.4 per cent) 
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went to dentists for fixed bridge repairs 
than for any other type of repair service 
listed. 

Table 29 shows, for dentists and tech- 
nicians separately, the relative volume 
of the various types of repair work. It 
illustrates further the greater propensity 
of the respondents to go to technicians 
for denture repairs than for other types 
of repair services. Roughly 60 per cent 
of all the work brought to technicians 
consisted of denture repairs. On the other 
hand, denture repairs constituted about 
39 per cent of all repair cases brought 
to dentists. 

There were sizable differences by age 
of respondents in the percentage obtain- 
ing repair service directly from a dental 
laboratory technician (Table 30). The 
percentage of people who went to a tech- 
nician for repairs was over twice as high 
for ages 40 and above as for ages under 
40. As noted in Chapter III, the per- 
centage of denture wearers indicating 
they had obtained their dentures directly 
from technicians did not vary signifi- 
cantly by age. 

Regionally, the percentage of respond- 
ents going to a technician for repairs was 
above the national average of 6.3 per 
cent in New England (9.1 per cent), the 
Far West (8.4 per cent) and the South- 
west (8.0 per cent) (Table 31). Far be- 
low the national average were the South- 
east (2.4 per cent) and the Northwest 
(3.1 per cent). As shown in Chapter IIT, 
the highest percentages of denture wear- 
ers who admitted obtaining their den- 
tures from technicians were in the 


a 
‘ 
2 
3 
aa 
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Table 28 @ Percentage distribution of respondents having dentures and bridges repaired 
during 12-month period, according to source of repair service, by type of service 


Source 


Type of service 


Dentist 


Total 


| 
Dental technician 


Bridge repaired 
Removable bridge 
Fixed bridge 
Undesignated 

Denture repaired 
Complete upper 
Complete lower 
Undesignated 

Denture relined 
Complete upper 
Complete lower 

Type of repair not indicated 

All types of repair service 


Table 29 © Percentage distribution of respondents 
obtaining repairs from dentists, and of respondents 
obtaining repairs from dental technicians, according 
to type of service 


96.5 


3.5 100.0 
3.6 100.0 
1.6 100.0 

100.0 
8.7 100.0 
7.2 100.0 

10.0 100.0 

12.5 100.0 
41 


Table 31 © Percentage distribution of respondents 
having repairs made on dentures and bridges during 
12-month period, according to source of repair service, 
by region 


Type of service 


Bridge repaired 16.7 
Removable bridge 11.9 
Fixed bridge 2.4 
Undesignated i 2.5 

Denture repaired 59.5 
Complete upper 28.6 
Complete lower 21.4 
Undesignated 9.5 

Denture relined 16.7 
Complete upper 119 
Complete lower 4.8 

Type of repair not indicated t 7.1 

No answer ‘ 0 


Total 100.0 


Table 30 © Percentage distribution of respondents 
having repairs made on dentures or bridges during 
12-month period, according to source of repair service, 
by age of respondent 


Source 


Dental 
technician 


Dentist | 


96.8 3.2 
97.5 2.5 
91.8 8.2 
92.9 71 
93.8 6.2 
92.9 7.1 


No answer 


All ages 93.7 6.3 


Source 


Dental 


Dentist technician 


90.9 9.1 
93.8 6.2 
Southeast 97.6 2.4 
Southwest 92.0 8.0 
Central 5.7 
Northwest 3.1 
Far West 8.4 


New England 
Middle East 


United States \ 6.3 


Middle East (2.8 per cent) and the Far 
West (2.7 per cent); at the other ex- 
treme was the Northwest (1.3 per cent). 

Table 32 bears out the common ob- 
servation that the problem of patients 
going directly to a dental laboratory 
technician is most acute in large cities. 
However, it also shows that the problem 
exists in municipalities of all sizes and 
in rural areas. 

For each of the three size classifica- 
tions of metropolitan areas, obtaining re- 
pairs directly from a_ technician was 
more prevalent in the central cities than 
in the suburbs and outlying areas. In 
metropolitan areas of between 50,000 


96.4 
98.4 
88.9 
91.3 
92.8 
4 90.0 
87.5 
j 95.9 
95.0 50 100.0 ms 
97.2 28 100.0 
93.0 7.0 100.0 
93.7 6.3 100.0 
| 
Region Total 
100.0 
100.0 
100.0 an 
100.0 
100.0 
100.0 
100.0 
: 100.0 
20-29 100.0 
30-39 100.0 
40-49 100.0 
50-59 100.0 
60 100.0 
100.0 
100.0 
2 
= 
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Table 32 © Percentage distribution of respondents having repairs made on dentures and bridges during 12 
month period, according to source of repair service, by population density 


Population density 


Rural 
Cities 2,500—49,999 

Metropolitan areas 
50,000—499,999 (central cities) 
50,000—499,999 (outside central! cities) 
500,000—1,999,999 (central cities) 
500,000—1,999,999 (outside central cities) 
2,000,000 and over (central cities) 
2,000,000 and over loutside central cities) 


All population densities 


and 500,000 population, the percentage 
of repair cases going directly to a tech- 
nician averaged 9.6 per cent in the cen- 
tral cities and 2.1 per cent outside the 
central cities. For metropolitan areas of 
over 2,000,000, the difference was not 
so great: 10.8 per cent for the central 
cities and 6.9 per cent for suburbs and 
outlying areas. 

The percentage of respondents in the 
various family income brackets obtaining 
repairs from a technician was calculated. 
Surprisingly, there was no discernible 
trend in source of repairs according to 
family income. This was also true with 
respect to source of dentures, as shown 
in Table 25, Chapter III. 


Those respondents who reported hav- 


Source 


Dental Total 


Dentist 
technician 


95.7 4.3 100.0 
96.3 3.7 100.0 


90.4 9.6 100.0 
97.9 2.1 100.0 
89.8 10.2 100.0 
96.8 3.2 100.0 
89.2 10.8 100.0 
93.1 6.9 100.0 


6.3 100.0 


ing bridge or denture repairs were asked 
to indicate the amount paid for the re- 
pairs. The mean cost for those who went 
to dentists was $21.66 and the median 
was $15. The mean cost for those who 
went to technicians was $11.01 and the 
median was $7.50. It is true that these 
figures have little meaning, because of 
a lack of information on the extent and 
quality of the service. It is very possible 
that the more extensive and difficult re- 
pair cases are more likely to be brought 
to a dentist. 

The next chapter in this series will be 
an analysis of an opinion scale regarding 
dentists and denture service, as answered 
by the more than 6,000 respondents in 
this survey. 


93.7 3 
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The 1959 survey of dental practice 
X. Age and sex of dental patients 


BUREAU OF ECONOMIC RESEARCH AND STATISTICS 


One part of the survey was designed to 
provide a picture of the flow of patients 
into dental offices and the dental services 
received by them, on a nation-wide scale. 
It was recognized that the age, sex and 
other characteristics of patients might 
well be different on some days of the 
week than on others. Yet, it was believed 
that to ask dentists to keep the record for 
an entire week would be an excessive re- 
quest and would discourage reply. There- 
fore, every sixth dentist was asked to keep 
a record of patients and services rendered 
on Monday, May 18, every sixth on 
Tuesday, and so on through Saturday of 
that week. For practical purposes, this 
amounted to a random assignment of 
days of the week for dentists throughout 
the country to keep records of their prac- 
tices. 

The record form, which appears in 
Chapter I, provided space for recording 
data on as many as 18 patients.' Else- 
where on the form, the dentist was asked 
to indicate the total number of patients 
seen on the day assigned. Patients for 
whom respondents omitted age or sex 
were omitted from the analysis. The 
analysis included data on 25,901 patients. 

A comparison of age distributions of 
dental patients and of the general 
population is shown in Tables 81 and 82 
and Figure 1. Although there is some 
similarity between the age curve of the 
general population and that of dental 
patients, it is apparent that there are 
large differences. The proportion of the 
population seeing the dentist was below 
average for people 50 and older and for 


children under five. This is brought out 
clearly in Table 83, which shows the per- 
centage of the general population in- 
cluded in the sample of 25,901 patients, 
by age and sex. More patients fell in the 
5 to 9 and the 10 to 14 age groups than 
in any other age groups (Table 81). 
However, the largest percentage of the 
population seeing the dentist was in age 
groups 15 to 19 and 35 to 39 (Table 
83). The age group 15 to 19 is afflicted 
most heavily with dental caries, and 
periodontal disease becomes serious 
among people who are in the age group 
35 to 39. 

Figures 1 and 2 reflect dramatically 
the low birth rate during the depression 
of 1930 and the following period of eco- 
nomic recovery. The population and the 
number of dental patients were par- 
ticularly low for persons 20 to 24 years 
of age, but also relatively low for persons 
in their late teens and persons 25 to 34 
years of age. 

All surveys of dental patients show 
that women and girls are considerably 
more diligent in seeking professional den- 
tal care than are men and boys. This 
fact is clearly demonstrated in Tables 83, 
84, 85 and 86, and in Figure 2. For all 
ages combined, there were 130 female 
patients for every 100 male patients 
(Table 84). For patients in their 20's, 
there were 163 women for every 100 men. 

Every year more boys than girls are 
born. At all ages, however, the death rate 
of males is greater than that of females. 
In each age group through 14, there are 
more males than females in the popula- 
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Table 81 © Percentage distribution of dental patients during the week of May 18~—24, 


1959, and of the general population, by ag 


Dental patients 
Female 


2.1 
10.7 
11.5 

9.6 

7.5 

8.4 

9.4 

9.6 

8.7 

6.7 

3.6 

3.2 

1.8 

6 


e and by sex 


Population* 


Total Male Female | Total 


2.2 11.8 10.9 11.3 
12.0 11.2 10.2 10.7 
12.7 99 9.0 
9.9 7.2 7.1 

5.5 6.2 

6.0 6.2 

6.6 6.8 

6.8 7.1 

6.4 6.5 

6.2 

5.5 

4.7 

4.0 

3.2 

2.3 

2.7 


100.0 100.0 100.0 


*Population figures are estimates of the c 


villian population on July |, 1959, taken from 
960 


Current Population Reports, series P-25. Bureau of the Census, January 26, | 


Table 82 © Cumulative percentage distribution of dental patients during the week of 


May 18-24, 1959, and of the general population, by age and by sex 


Dental patients 
Age 
Male | Female 


-4 2.3 2.1 
5 9 16.1 12.8 
10-14 30.2 24.3 
15-19 40.6 33.9 
20-24 46.6 41.4 
25-29 53.2 49.8 
30-34 61.0 59.2 
35-39 70.8 68.8 
40-44 78.8 77.5 
45-49 85.5 84.2 
50-54 90.5 89.9 
55-59 93.9 93.5 
60-64 96.7 96.7 
65-69 98.7 98.5 
70-74 99.5 99.4 
7§- 100.0 100.0 


*Population figures are estimates of the civ 


Population* 
Total Female 


2.2 10.9 
14.2 21.1 
26.9 . 30.1 
36.8 37.2 
43.6 43.4 
$1.2 49.6 
59.9 56.4 
69.6 ; 63.5 
78.0 70.0 
84.7 76.2 
90.1 . 81.7 
93.6 86.4 
96.6 90.6 
98.5 94.0 
99.4 96.6 

100.0 i 100.0 


an population of July |, 1959, taken from 


Current Population Reports, series P-25, Bureau of the Census, January 26, 1960. 


tion; beyond this age group there are 
more females than males. Therefore, to 
give a proper perspective to the ratios of 
female to male patients, these ratios are 
presented in Table 85 with the differ- 


ences in number of males and females in 
the population removed. Even with this 
adjustment, females in every age group 
visited the dentist in greater proportion 
than males. The ratio is highest at age 


Age 
Male | 
2.3 
10-14 14.1 
15-19 10.4 
20-24 6.0 3 
25-29 6.6 
30-34 7.8 
35-39 9.8 2 
40-44 8.0 
45-49 6.7 
50-54 5.0 = 
55-59 3.4 
60-64 28 
65-69 2.0 
70-74 8 
75- 5 
Total 100.0 es 100.0 100.0 : 
11.3 
22.0 
31.4 
38.6 
44.4 
50.5 
57.2 
64.1 
70.6 
76.8 
82.3 
87.0 
91.1 
94.4 
96.9 
100.0 
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Dental patients 


Civilian population 


| | | 
5-9 10-14 15-19 20-24 25-29 30-34 ae 40-44 45-49 5054 55-59 6064 6569 7074 75. 
ge 


Fig. | * Percentage distribution of dental patients by age groups during the week of May 18-24, 1959, 
as compared with percentage distribution of the civilian population 


| 


| 
59 1014 15-19 20-24 25-29 30-34 35-39 40-44 45.49 5054 55.59 6064 6569 70-74 
Age 


Fig. 2 © Distribution by age groups of male and female dental patients 


~ Per cent; 
4 
| | | | 
3 | | | 
} } 
2 
4 
~~Male 
a 1500 a 
| 
4 75 
| 
} 
| 


All ages 


to males, by age 


all men. 


Table 83 Number 
group as a percentage of total 1959 population 


Male 


0026 
.0163 
.0189 
.0190 
0146 
.0156 
0190 
0166 
.0142 
.0121 
.0097 
.0093 
.0084 
0047 
0023 


0132 


of patients in 


Female 


.0032 
0171 
.0210 
.0220 
0198 
.0222 
.0225 
0222 
0217 
0175 
.0170 
0127 
.0087 
.0056 
.0030 


0164 


Number of dental patients 


each age-sex 


| 
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Both 
sexes 


.0029 
.0167 
0199 
0205 
0174 
0186 
.0192 
0207 
.0192 
0159 
0146 
O11) 
0110 
0085 
0052 
0027 


.0148 


Table 84 @ Frequency distribution of sample consist- 
ing of 25,901 dental patients during the week of May 
18-24, 1959, by age and by sex, and ratio of females 


25,901 


Ratio of 

Age | 

Male | Female Total to males 
-—4 266 315 581 1.18 
§&- 9 1,553 1,562 3,115 1.01 
10-14 1,587 1,688 3,275 1.06 
15-19 1,171 1,404 2,575 1.20 
20-24 675 1,092 1,767 1.62 
25-29 746 1,227 1,973 1.64 
30-34 877 1,375 2,252 1.57 
35-39 1,104 1,401 2,505 1.27 
40-44 904 1,266 2,170 1.40 
45-49 750 977 1,727 1.30 
50-54 568 831 1,399 1.46 
55-59 387 527 914 1.36 
60-64 315 473 788 1.50 
65-69 226 264 490 1.17 
70-74 93 130 223 1.40 
75- 54 93 147 1.72 

Total 11,276 14,625 


25 to 29, at which age the proportion 
of all women visiting the dentist was 52 
per cent greater than the proportion of 


Because of the year-to-year changes in 
the dentition of children, a table was 


Table 85 @ Ratio of female patients to male patients 
during the week of May 18-24, 1959, with differences 
in number of females and males in the population 
eliminated 


Age Ratio of 
females to males 

4 1.23 
5-9 1.05 
10-14 1.10 
15-19 1.17 
20-24 1.36 
25-29 1.52 
30-34 1.45 
35-39 1.18 
40-44 1.31 
45-49 1.23 
50-54 1.40 
55-59 1.28 
60-64 1.38 
65-69 1.04 


All ages 


Table 86 ¢ Percentage distribution of dental patients 
3 through 17 years of age, during the week of May 
18-24, by age and by sex 


Age Male Female Both sexes 
3 1.2 2.0 1.6 
4 4.8 4.8 4.8 
5 7.5 6.3 6.9 
6 7.3 6.5 6.8 
7 6.7 6.2 6.4 
8 8.0 9.2 8.6 
9 7.1 6.6 6.9 

10 8.5 7.6 8.0 
1 5.9 6.5 6.2 
12 10.1 8.6 9.4 
13 6.0 6.8 6.4 
14 6.7 8.0 7.4 
15 6.5 7.6 7.1 
16 7.6 7.8 7.7 
17 6.1 5.5 5.8 

100.0 100.0 100.0 


Total 


prepared showing the age distribution, by 
single years, for patients three to 17 years 
of age (Table 86). The table indicates 
that there were fewer patients of age 11 
or 13 than of age 10, 12 or 14. It is likely 
that some dentists estimated age, and, as 


5-9 7 
10-14 
15-19 — 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 
50-54 
55-59 
60-64 
: 65-69 
70-74 
75- 
75- 1.29 : 
1.24 2 


REPORTS 


the Bureau of the Census has found, peo- 
ple are inclined to estimate ages in even 
numbers and in numbers divisible by five. 

Dentists were asked to record the total 
number of patient visits during the day 
on which they kept a record of patients 
and services rendered. The mean num- 
ber of patient visits was 12.9 per dentist 
(Table 87). The mean was relatively low 
for dentists under 30 (9.6 visits), in- 
creased to 14.2 for dentists 35 to 39 years 
of age, fell off slightly to 13.9 for dentists 
in their 40’s, then dropped more abruptly 
for higher age groups, to 8.6 for dentists 
70 to 74 and 9.6 for dentists aged 75 and 
older. 

The next article in this series will pre- 
sent information on services rendered for 
the dental patients described in this 
article. 
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Table 87 © Average number of patient visits per day 
of nonsalaried dentists during the week of May 18-24, 
1959, by age of dentist 


25-29 , 9 
30-34 12 
35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75- 


Median 


Mean 


All ages 


1. American Dental Association, Bureau of Economic 
Research and Statistics. The 1959 survey of dental prac 
tice. |. Introduction. J.A.D.A. 60:498 April 1960. 


Supplement to List of Certified Dental Materials 


COUNCIL ON DENTAL RESEARCH 


ADDITIONS * Since publication of the most recent List of Certified Dental Materials, 


revised to June 1, 


1960 (J.A.D.A. 61:377 Sept. 


the following materials 


1960), 


which conform to American Dental Association specifications have been added. 


CERTIFIED DENTURE BASE RESINS 
(A.D.A. SPECIFICATION NO. 12, SECOND REVISION ) 


TYPE I, HEAT-CURING 
Material Form 
Densene Muco-Tone, Fibered... 
Densene Muco-Tone, Fiberless. . . 
Improved Densene 33 
Improved Densene 33, Tis Hue. . 


Pour-A-Densene 


Pour-A-Densene Tis Hue........ Pink ; powder-liquid 


- Pink ; powder-liquid 
- Pink ; powder-liquid 
Clear; pink ; powder-liquid 
. Pink ; powder-liquid 
.Clear; pink; powder-liquid 


Manufacturer or distributor 


.Cosmos Dental Products, Inc. 
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Cancer cure rate rising: 


dentists urged to help 


A hopeful note on man’s war against cancer has recently been issued by the American 
Cancer Society. Cancer cures, the Society reports, are increasing at the rate of about 
1 per cent per year. However, as encouraging as is this report, it offers no cause for 
complacency. Cancer continues to be the second greatest killer in the country. Of 
the one million six hundred thousand deaths that occurred in 1959 in the United 
States,” cancer accounted for two hundred and sixty thousand or 15.6 per cent. 
Heart disease, in first place, accounted for six hundred and forty-five thousand or 
40 per cent. 

Of the two hundred and seventy thousand persons who, it is estimated, will die 
of cancer this year, approximately six thousand will die of cancer of the mouth. 
The American Cancer Society breaks this six thousand figure down by sex and site 
as follows: 


Site Male Female Total 


Buccal Cavity & Pharynx 4,650 1,350 6,000 
lip 200 50 250 
Tongue 1,100 350 1,450 
Salivary Glands 400 200 
Floor of Mouth 350 50 
Other & Unspecified Mouth 600 250 
Pharynx 2,000 450 


In view of these figures it would seem unnecessary to remind every practicing 
dentist to keep constantly on the alert to detect incipient oral cancerous lesions. 


| 
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Cancer of the mouth is much more easily diagnosed than is cancer in the more 
inaccessible parts of the body. Four out of five oral cancers are clinically obvious.* 
Nearly 100 per cent can be diagnosed during an early stage, many times before the 
patient is aware that the lesion is present. The most important diagnostic instrument 
that a dentist must have is a knowledge of what to look for. Until every dentist 
develops a high index of suspicion regarding every slow-healing lesion and every 
unusual swelling which he observes in the mouth of a patient, far too many oral 
cancer lesions will be diagnosed far too late. 

The alert dentist will not only guard his patients against oral cancer but he will 
urge them to obtain an annual checkup as a preventive against that disease. 
Furthermore, he will protect both his family and himself by strict adherence to the 
same regimen. 

1. Chicago American, Feb. 27, 1961. 


2. Cancer facts and figures, 1961. American Cancer Society, p. 7. 
3. The obvious and the obscure. Cancer Bul. 1:98 Nov.-Dec. 1949. 


Tufts senior dental students 
set a precedent in giving 


The profession’s hat is tipped and the profession’s head is bowed to the 1961 graduat- 
ing class of Tufts University School of Dental Medicine for pledging $100,000 to 
their alma mater.’ Fortified by the realization that his six long, hard years of under- 
graduate training are nearing an end and that soon he will be able to realize his 
long-held ambition to embark on a gratifying career in his chosen profession, each 
student pledged one hundred dollars annually to his school for the next ten years. 
Taken individually, these sums are relatively minor. Taken collectively they consti- 
tute a major contribution to Tufts’ new dental center. Not only are congratulations 
due the students for their altruism, but congratulations are due Dean John W. Hein 
and his staff for their enthusiastic leadership without which, no doubt, the idea for 
the fund would never have been formed. 

In so far as is known, this is the largest unsolicited pledge ever made by a class 
of undergraduate dental students. It is not too much to hope that the action taken by 
Tufts’ current senior class will set a pattern to be copied by future graduating classes 
in that institution. Nor is it too much to hope that the example set by Tufts will not 
be too difficult for other dental schools to follow. 


1. Page 474 this issue. 
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Arthur Hastings Merritt 
1870-1961 


in memoriam 


Arthur Hastings Merritt, who was born at Williamsburg, Mass., May 2, 1870, died 
February 9, 1961, at his home in Riverdale, New York. Of his ninety productive years, 
sixty-five were spent in the practice of dentistry and in the improvement of the pro- 
fession he loved so well. 

Arthur, the eldest of six children, was made fatherless at the age of eleven. 
During his early years the family situation was often difficult because of lack of 
means. The lessons thus learned plus those taught by a devout and loving mother, 
who had “a natural gift of eloquence,” prepared him to meet the many challenges 
with which he was confronted throughout his long and fruitful life. In 1892, en- 
couraged by a young, enthusiastic dentist whose name has long been lost, he matricu- 
lated in the New York College of Dentistry from which he was graduated with honors 
including “the best mark in dental surgery in the class of 1895.” From the day he 
became an assistant to W. K. Doty, a well-established New York dentist, his success 
in his chosen profession was assured. His first wife, the former Anna Taylor White, 
whom he married in October 1896, died in April 1912, leaving him with two small 
sons, Arthur H., Jr., and DeVer B. 

It was inevitable that Dr. Merritt’s interest in science and research should draw 
him into the field of preventive dentistry and eventually into the practice of perio- 
dontics. In 1916 he limited his practice to that specialty, taking in two associates 
who assumed his general practice and remained with him for more than thirty years. 
In June 1918, he married Ione Reynolds, who, together with his two sons and a 
sister, survives him. 

To few men in the profession has Providence been so lavish with her gifts. To Dr. 
Merritt she gave an insatiable intellectual curiosity, a courtliness and kindliness not 
found in many men, a calm, quiet, determined drive that enabled him to complete, 
with favor, all he ever started. He was both a dreamer and a doer and both his 
dreams and his deeds brought rich rewards. 
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In 1907 he helped establish New York’s first free dental clinic for children. Always 
interested in literature, he helped found the Journal of the Allied Dental Societies, 
the Journal of Dental Research, the Journal of Periodontology, the New York Journal 
of Dentistry and the Annals of Dentistry. He was one of the founders of the Inter- 
national Association for Dental Research and the William J. Gies Endowment Fund 
for the Advancement of Dentistry. His textbook Periodontal Diseases, Diagnosis and 
Treatment has long been a standard treatise in the profession as have the many 
articles on preventive dentistry and periodontics which he contributed to dental litera- 
ture. Throughout his entire professional life he gave of his time and talents far 
beyond most men to help elevate dentistry to its present position in the health field. 

His outstanding achievements did not go unrecognized nor unrewarded. In 1918 
he was elected president of the First District Dental Society of New York. In 1925 
he was chosen president of the American Academy of Periodontology. In 1931 he 
was made a Fellow of the Royal Society of Medicine of England, and in 1938 he was 
elected president of the American College of Dentists. In 1939 he was rewarded with 
the presidency of the American Dental Association and it was in that capacity that he 
unconsciously exhibited his philosophy regarding his profession and the obligation 
which he felt he owed it. Of the $2,400.00 which he Gas allowed for presidential 
expenses, he concluded his term of office with an unexpended balance of $982.00. 
This he increased to an even $1,000.00 and returned to the Association as a dona- 
tion to the American Dental Foundation. Honors continued to be conferred upon 
him. In 1938 the University of Michigan conferred on him the honorary degree of 
Master of Science. In 1940 Columbia University granted him the honorary degree of 
Doctor of Science. That same year the University of Maryland conferred on him a 
Master of Science degree, the Dental Society of the State of New York presented 
him with the Jarvie Gold Medal and the Ohio State Dental Society honored him 
with the Callahan Gold Medal. In 1941 the Connecticut State Dental Society pre- 
sented him with the Alfred C. Fones Memorial Award and in 1945 New York 
University bestowed on him the honorary degree of Doctor of Science. In 1950 the 
First District Dental Society of New York gave him its much coveted Henry Spenadel 
Award and in 1953 the Children’s Aid Society of New York honored him with its 
one-hundredth Anniversary Award. In 1955 he received the honorary degree of 
Doctor of Laws from Baylor University and the William J. Gies Award from the 
American College of Dentists. In 1958 Hartwick College presented him with the 
honorary degree of Doctor of Humane Letters. 

Despite Dr. Merritt’s deep devotion to dentistry, his interests in other fields were 
many. He was a member and served on the Board of Trustees of the New York 
Historical Society. He was a member of the Society for the Preservation of New Eng- 
land Antiquities and, for many years, of the American Museum of Natural History, 
the Museum of the City of New York and the Allied Artists of America. His interest in 
American art led to his ownership of an unusual collection of paintings by American 
artists, a complete set of American commemorative postage stamps and next to the 
largest collection of Anglo-American historical Staffordshire china in the world. His 
interest in dental literature caused him to develop one of the most valuable private 
dental libraries in the profession. As a patron of the Bureau of Library and Indexing 
Service of the American Dental Association, he often gave sizable sums to the Bureau 
for the purchase of rare historical volumes. 

By the very nature of its calling, the dental profession in each generation produces 
more than its proportionate number of outstanding citizens. Few, if any, however, 
in the present generation can measure up to the high standards set by Arthur Hastings 
Merritt. 
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Allocation of Delegates to the House of Delegates 


On the following pages is a table showing 
the breakdown of the number of dele- 
gates by states for the 1961 annual session 
in Philadelphia, October 16-19. The 
method of allocating the delegates was 
published in the January issue of THE 
JOURNAL and is reprinted here. 

The Association’s House of Delegates 
is now limited to 416 members. Each 
constituent society and each federal den- 
tal service is given one delegate regard- 
less of size. There are 54 constituent so- 
cieties and five dental services, accounting 
for 59 delegates allocated without regard 
to membership. 

The remaining 357 delegates are allo- 
cated to the 54 constituent societies pro- 
portionally to their number of active and 
life members. For example, a constituent 
society having 5 per cent of the active 
and life members in all constituent so- 
cieties is allocated 5 per cent of the 357 
delegates, plus one delegate not charged 
against proportional allocation. 

The formula for proportional alloca- 
tion usually produces a fractional num- 
ber of delegates for each society, such as 


6.51, 13.34 or 3.88 delegates. Of course, 
these fractional numbers have to be 
rounded to the nearest whole numbers, 
or 7, 13 and 4 delegates, respectively. 

After rounding the numbers of dele- 
gates allocated proportionally for all 
states, it usually happens that the total 
is a little more or a little less than 357. 
It is then necessary to make an adjust- 
ment in one or more states. This is done 
by the “method of least relative error.” 
By this method the adjustment is made in 
the states where the smallest percentage 
change in the unrounded figure will add 
or subtract a delegate. 

In allocation of the delegates for 1960 
the proper number was obtained at first 
adding so adjustment was not necessary. 
The methodology used comes as close 
to true proportional allocation of the 357 
delegates as is possible without allocating 
fractions of delegates. 

Each constituent society and federal 
dental service is asked to send in its list 
of selected delegates as soon as possible to 
Secretary Harold Hillenbrand at the 
Central Office. 
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Atlanta, Dinkler Plaza Hotel; Baltimore, 
Sheraton-Belvedere Hotel; Boston, Pilgrim 
Theater; Bridgeport (Conn.), Stratfield Ho- 
tel; Buffalo, Lafayette Hotel ; Chicago, (North) 
Uptown Theater, (South) Capitol Theater; 
Cincinnati, Netherland-Hilton Hotel; Cleve- 
land, Statler-Hilton Hotel; Columbus, Ohio 
Historical Society Auditorium; Dallas, Baker 
Hotel; Denver, Cosmopolitan Hotel; Detroit, 
Cobo Hall; Garden City (N.Y.), Garden City 
Hotel; Houston, Rice Hotel; Indianapolis, 
Meridian Plaza; Kansas City, President Hotel; 
Los Angeles, Biltmore Hotel ; Louisville, Shera- 
ton Hotel; Memphis, King Cotton Hotel; Mi- 
ami, McAllister Hotel; Milwaukee, Pfister Ho- 
tel; Minneapolis, Radison Hotel; Newark, 
Essex House; New Orleans, Sheraton-Charles 
Hotel; New York, (Manhattan) Town Hall, 
(Brooklyn) Academy of Music; Pasadena, 
Pasadena Playhouse ; Philadelphia, Town Hall; 
Pittsburgh, Penn-Sheraton; Portland, Multno- 
mah Hotel; Salt Lake City, New House Hotel; 
San Diego, San Diego Hotel; San Francisco, 
Sheraton-Palace Hotel ; Seattle, Olympic-West- 
ern Hotel; St. Louis, Chase Park Plaza Hotel; 
Syracuse, Hotel Syracuse; Washington, D. C., 
Statler-Hilton Hotel. 

Clinics and clinicians for the program will 
be: 1. Clinic on periodontal surgery: The in- 
frabony pocket. Henry M. Goldman, professor 
and chairman, department of stomatology, 
Boston University School of Medicine, and 
lecturer on oral medicine, University of Penn- 
sylvania School of Dentistry, and D. Walter 
Cohen, associate professor of oral medicine, 
director of periodontics, University of Penn- 
sylvania School of Dentistry. 


2. Prosthodontics clinic: The management 
of the edentulous patient. Carl O. Boucher, 
professor and chairman, division of prostho- 
dontics, Ohio State University College of Den- 
tistry; S. Howard Payne, professor and chair- 
man, department of prosthodontics, University 
of Buffalo School of Dentistry, and H. Milton 
Rode (panel moderator), professor of clinical 
prosthetic dentistry, chairman of the depart- 
ment, University of Pennsylvania School of 
‘Dentistry. 


3. Operative clinic: High-speed instrumen- 
tation. Rex Ingraham, professor and head, de- 
partment of operative dentistry, University of 
Southern California School of Dentistry ; Henry 
M. Tanner, professor and head, department of 
fixed prosthodontics, University of Southern 
California School of Dentistry, and Rene L. 
Eidson, professor of operative dentistry, Uni- 
versity of Southern California School of Den- 
tistry. 

4. Evaluation of audio analgesia: Henry 
S. Brenman, associate in oral medicine, Uni- 
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versity of Pennsylvania School of Dentistry, 
and Aram Glorig, associate clinical professor 
of otolaryngology, director of research, re- 
search center subcommittee on noise in indus- 
try, University of Southern California School 
of Medicine. 

5. Endodontic clinic: Root resection. 
Louis I. Grossman, professor of oral medicine, 
director of endodontics, University of Pennsyl- 
vania School of Dentistry. 


SURGEON GENERAL TO KEYNOTE 
DENTAL HEALTH CONFERENCE 


Newly appointed Surgeon General Luther 
L. Terry will be the keynote speaker for 
the twelfth annual National Dental 
Health Conference in Chicago, April 
26-28. Dr. Terry’s address will be deliv- 
ered to an audience including dental 
leaders from most of the states as well as 
public health dentists representing local, 
state and federal agencies. 

Conference topics will relate to major 
recommendations of the recently com- 
pleted Survey of Dentistry: fluoridation, 
programs for the aging and chronically 
ill, programs for children, expanding role 


Members of the Christmas Party Committee who 
planned the 1960 festivities held in the Chicago 
Central Office are: Back row (I. to r.), John J. 
Hefferren, director, Division of Chemistry, Coun- 
cil on Dental Therapeutics; Hedwig Imbusch, 
Council on Insurance, Council on Federal Dental 
Services; Mel Garbar, assistant director, Bureau 
of Public Information. Front row (I. to r.), Donna 
McNee, business office; Mary Hallist, Division of 
Educational Measurements, and Evangeline Ruiz, 
Council on Scientific Session. Not shown is Mrs. 
Frances Cappetta, reception—mail department. 
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of dental auxiliaries and dental health 
education. In addition, a progress report 
will be made of the Northwestern Uni- 
versity study of record and accounting 
systems in the dental office. Panel presen- 
tations are planned for each subject area, 
with subsequent discussions. 

The conference, sponsored by the 
Council on Dental Health, will meet at 
the Ambassador West Hotel. 


ADA, HOSPITAL COMMISSION 
NAME LIAISON COMMITTEE 


The American Dental Association and 
the Joint Commission on Accreditation 
of Hospitals have appointed liaison com- 
mittees to meet subject to call of either 
organization. The Association has previ- 
ously pointed out that the Commission 
does not have any member associations 
qualified to represent the dental profes- 
sion and that such representation is essen- 
tial to the development of adequate hos- 
pital dental programs. 

The Commission currently has four 
member organizations: American Hos- 
pital Association, American Medical As- 
sociation, American College of Physicians 
and American College of Surgeons. 

Members of the Association liaison 
committee, appointed by President 
Charles H. Patton, are Fred A. Henny, 
chairman, O. J. McCormack and John 
Fauber. Its opposite number, designated 
by the Commission, is manned by John 
I. Brewer, chairman, Albert W. Snoke, 
and Amos H. Johnson. 


FLUORIDE WITH VITAMINS 
REJECTED BY COUNCIL 


The Council on Dental Therapeutics, at 
its semi-annual meeting, February 17-18, 
decided that fluoride supplements includ- 
ing vitamins, or vitamins and minerals, 
would not be eligible for preferential 
classification. Vitamins have not been 
proved to increase the effectiveness of the 


fluoride in developing decay-resistant 
teeth. Also, said the Council, the decision 
to supplement the diets of infants and 
children with vitamins is usually made by 
the pediatrician. 

The Council said it could not support 
the administration of these combinations 
for general use, as the quantity of ad- 
ministered fluoride is a critical considera- 
tion and in instances where fluorine may 
occur in the drinking water, the pre- 
scriber must lower the amount of admin- 
istered fluoride. In a fixed combination, 
this would also decrease the amount of 
administered vitamins. 

The Council also considered standards 
for assessing the safe design and manu- 
facture of audio-analgesic devices. These 
specifications have been sent to manufac- 
turers for their comments and recom- 
mendations. When a final, revised set of 
standards is compiled it will be published 
in THE JOURNAL. 

The Council elected Frank J. Orland, 
Zoller Clinic, University of Chicago, as 
its vice-chairman. 


PATTON ELECTED CHAIRMAN, 
JOINT COUNCIL FOR AGED 


Association President Charles H. Patton 
has been elected chairman of the Joint 
Council to Improve the Health Care of 
the Aged. Dr. Patton succeeds Ray E. 
Brown, Chicago, a past president of the 
American Hospital Association. Howard 
I. Wells, Jr., executive secretary of the 
Joint Council, has been re-elected secre- 
tary-treasurer. Leonard W. Larson, M.D., 
Bismarck, N. D., president-elect of the 
American Medical Association, succeeds 
as vice-chairman, Paul H. Jeserich, im- 
mediate past president of the American 
Dental Association. 

The Joint Council was formed in 1958 
under joint sponsorship of the American 
Dental Association, American Hospital 
Association, American Medical Associa- 
tion, and American Nursing Home Asso- 
ciation. 


Shown during a tour of the 
U.S. Naval Dental School in 
Bethesda, Md., are: (from 
left), Capt. A. R. Frechette, 
commanding officer of the 
school, President-elect John R. 
Abel, President Charles H. 
Patton, and Assistant Secretary 
C. Willard Camalier. 


URGE MORE EFFECTIVE DENTAL 
HEALTH EDUCATION PROGRAMS 


Suggestions for increasing the effective- 
ness of the profession’s dental health edu- 
cation program were made February 27- 
28 at the Conference on Public Health 
Education Activities of the American 
Dental Association, held in the Central 
Office. Specific suggestions are listed in a 
joint report of the Bureau of Dental 
Health Education, Bureau of Audio- 
visual Service and Bureau of Public In- 
formation, to be published in an early 
issue Of THE JOURNAL. 


ADA RESEARCHER INVITED 
TO LECTURE IN JAPAN 


George C. Paffenbarger, director of the 
Association’s research division at the 
National Bureau of Standards, has ac- 
cepted an invitation to be a visiting pro- 
fessor at Nihon University School of 
Dentistry, Tokyo, Japan. His two-month 
visit will begin April 1. 

During his residency, Dr. Paffenbarger 
will lecture to faculty, students and 
alumni on various aspects of dental ma- 
terials and on dental research in the U.S. 
He has also been asked to speak to the 
Armed Forces’ dentists stationed in 


Japan, at the Tokyo Medical and Den- 
tal University and at Tokyo Dental Col- 
lege. 

While abroad, Dr Paffenbarger will 
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also attend the Philippine Dental Asso- 
ciation meeting, May 10-14, as the offi- 
cial representative of the American 
Dental Association. President Patton ap- 
pointed him to this post. 


ASSOCIATION OFFICIALS 
RECEIVE BELGIAN AWARDS 


Last month the government of Belgium 
presented distinguished awards to two 
officials of the American Dental Associa- 
tion in recognition of their outstanding 
contributions to international dental 
health. Presentation of the awards was 
initiated in 1959 in conjunction with 
the observance of the Centennial Anni- 
versary of the Association. Percy T. Phil- 
lips, New York, president of the Asso- 
ciation during its centennial year, was 
presented the Knighthood of the Order 
of the Crown. Harold Hillenbrand, Chi- 
cago, secretary, received the Knighthood 
of the Order of Leopold II. 


FIVE NEW DENTAL FILMS 
AVAILABLE FROM ASSOCIATION 


Five dental health education films are 
now available for purchase from the 
American Dental! Association. The names 
of these sound and color films and their 
audience suitability are: (1) “Matter of 
Choice,” junior high-adult; (2) “Laurie 
Learns a Secret,” elementary-adult; (3) 
“Today Alice Is Three,” high school- 
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adult; (4) “Pattern of a Profession,” 
high school-adult; and (5) “Case of the 
Missing Tooth,” elementary-adult. 

These and other dental films also are 
available on rental-loan from the Bureau 
of Audiovisual Service of the Association. 
However, the Bureau is not able to serv- 
ice the national demand for dental health 
education films, particularly during the 
peak demand of National Children’s 
Dental Health Week. Also, the avail- 
ability of such films from local sources 
is necessary for an effective program of 
public education. 

Some dental groups have purchased 
and deposited prints of dental health 
education films with local film libraries 
or with state university film libraries. 

Information on the new films can be 
obtained by writing to the American 
Dental Association, 222 E. Superior St., 
Chicago 11. 


PATTON NAMES FOUR JUDGES 
FOR NATIONAL SCIENCE FAIR 


President Charles H. Patton has ap- 
pointed four judges of the dental science 
exhibits at the twelfth National Science 
Fair. The judges are Hamilton B. G. 
Robinson, John S. Eilar, James H. O’Ban- 
ion, and Jarvis M. Williams. The Science 
Fair will be held May 10-11 in Kansas 
City. This will be the third year the As- 
sociation has participated in the event. 
Top winners in the dental science cate- 
gory will be guests of the A.D.A. at the 
102nd annual session in Philadelphia. 


LABORATORY ACCREDITATION 
DRAFT BYLAWS APPROVED 


Establishment of a Joint Commission on 
Accreditation of Commercial Dental 
Laboratories has come a step closer with 
the approval in principle of a set of draft 
bylaws. Approval was made by represen- 
tatives of the American Dental Associa- 
tion and the National Association of Den- 
tal Laboratories during a meeting to 


discuss the program for accreditation of 
commercial dental laboratories. 
Meeting at the Association’s Central 
Office in Chicago, February 6-7, the con- 
ferees received reports on conferences 
between Justice Department officials and 
A.D.A. and N.A.D.L. attorneys concern- 
ing the proposed accreditation program. 
The group also appointed special study 
groups to study questions related to fi- 
nancing operation of the Joint Commis- 
sion, standards for dental laboratory ac- 
creditation and inspection procedures. 


PETERSON TO BECOME DEAN, 
TENNESSEE DENTAL COLLEGE 


Secretary Harold Hillenbrand has an- 
nounced the resignation of Shailer Peter- 
son as assistant secretary and secretary of 
the Council on Dental Education. Dr. 
Peterson will assume the position of dean, 
College of Dentistry, University of 
Tennessee, on June 1. The announce- 
ment was made at THE JOURNAL’S press 
time. More information will be included 
in the May issue. 


Dental Societies 


NEW MEXICO DENTAL GROUP 
BUYS ASSOCIATION HISTORIES 


The New Mexico Dental Association has 
purchased eight regular edition copies of 
the History of the American Dental Asso- 
ciation to give to libraries of all public 
institutions of higher learning in New 
Mexico. The History is a running ac- 
count of the conception, birth, growth 
and progress of organized dentistry in 
the United States; placing it in libraries 
aids a society’s public relations program 
and public education program. 

Several other organizations already 
have utilized this book in their programs. 
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The Decatur, IIl., society placed 11 
copies in local high schools and colleges. 
The Eighth District Pennsylvania Dental 
Society purchased eight deluxe copies. 
The Massachusetts Dental Society or- 
dered four and Kentucky’s Adair County 
Health Department also ordered four. 
Kentucky’s West Central Dental Society 
has distributed 47 copies to educational 
institutions in that area. 

Price of the regular edition is $8. Or- 
ders and checks should be sent to the 
Order Department, American Dental As- 
sociation, 222 E. Superior St., Chicago 11. 


ALBUQUERQUE CHILDREN GET 
TOOTHBRUSHES, INSTRUCTION 


Second graders in the schools of Albu- 
querque, N. Mex., are being supplied 
toothbrushes and instruction in their use 
by school nurses and teachers. The dental 
health program also utilizes film strips, 
and books designed to promote interest 
and desire for healthy teeth. 


Completing arrangements for 
the first of two adult group 
dental care programs between 
the California Dental! Associa- 
tion Service and trustees of 
the Hotel, Motel, and Restau- 
rant Culinary Workers Insur- 
ance Trust Fund, are: Seated, 
(Il. to r.) Earl Liever, insurance 
broker, Culinary & Bartenders 
Union, Santa Clara County; C. 
Edward Rutledge, president, 
California Dental Association 
Service; standing (I. to r.) 
Louis Bosco, secretary-treas- 
urer, Culinary Workers Union, 
Santa Clara County; Robert 
A. Cupples, vice-president, 
California Dental Association: 
Joseph B. Weeden, president, 
California Dental Association: 
and Hersche! Morgan, secre- 
tray-treasurer, Bartenders Un- 
ion. The plan, the first for 
adults in California, will enable 
the patient to go to the den- 
tist of his choice. 
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In the 1959-1960 school year, the local 
dental society donated 7,000 toothbrushes 
and helped school personnel set up the 
second grade study. 


FREE ENTERTAINMENT BOOSTS 
CHICAGO DENTAL HEALTH DAY 


Nearly 10,000 children enjoyed a free 
entertainment program sponsored by the 
Chicago Dental Society for Children’s 
Dental Health Day, Feb. 5. The children 
packed Chicago’s new exposition center, 
McCormick Place, for a program of 
circus acts, dancing and singing—inter- 
spersed with hints on how to keep their 
teeth clean. The hints included such in- 
ducements as free sugarless soda pop and 
ice cream and glasses of milk. The chil- 
dren were also given toothbrushes and 
toothpaste. A Shetland pony and two 
cocker spaniels were given away as prizes. 

The program was so well received that 
thousands of other children had to be re- 
fused entrance; the fire department was 


v 


afraid the huge crowd would constitute 
a fire hazard. 


Public Health 


PUBLIC HEALTH OFFERS 
HEALTH MOBILIZATION COURSE 


The Public Health Service, Department 
of Health, Education, and Welfare, has 
announced a course, “Health Services 
Aspects of Health Mobilization,” to be 
given May 7-12, 1961, in New York. The 
course, which is being sponsored in co- 
operation with the Office of Civil and 
Defense Mobilization, offers an oppor- 
tunity for dentists to acquaint themselves 
with disaster services. 

No charge will be made for tuition. 
Housing at the school—the Office of 
Civil and Defense Mobilization Eastern 
Instructor Training Center, Manhattan 
Beach, Brooklyn, N. Y.—is_ provided 


Fabian, teen-age singer, presents plaques to winners of Philadelphia's Winning 


112/470 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


without cash payment to those approved 
for reimbursement and is nominally 
priced to others. Enrollment is limited to 
75. 

Those interested should apply on en- 
rollment form No. OCDM 435-2 which 
may be obtained from their respective 
State Civil Defense Director. Attendees 
may be eligible for reimbursement of ap- 
proximately one half of their expense. To 
establish eligibility, OCDM form 175 
“Request for Attendance at Office of 
Civil and Defense Mobilization Schools” 
must be submitted with the application 
for attendance to the State Civil De- 
fense Director for his prior approval. 


ESHLEMAN NAMED CONSULTANT, 
PUBLIC ASSISTANCE BUREAU 


Jay H. Eshleman of Philadelphia has 
been asked to serve as a consultant to 
the Bureau of Public Assistance, which 
is a part of the Social Security Adminis- 
tration. The Bureau is responsible for 


Smile contest February 13. Shown at the presentation are: (from left), Albert 
Weiser, president, Philadelphia County Dental Society: Fabian; Carol Calhoun and 
Louis Ricci, contest winners; Martha A. Gable, director of radio and television 


Philadelphia Board of Public Education 


and Abram Cohen, supervisor in charge 
of dental services, Philadelphia Board of Public Education. 


= 


administering federal grants to states in 
the federally aided categories of old-age 
assistance, aid to the blind, aid to depen- 
dent children, and aid to the perma- 
nently and totally disabled. 

The general purpose of the consultant 
group of which Dr. Eshleman will be a 
member is to advise the Bureau in its 
efforts to stimulate and encourage state 
assistance agencies to extend the scope 
and content and improve the quality of 
medical care for which assistance pay- 
ments are made in behalf of needy in- 
dividuals. 


NAME DENTAL CONSULTANT 
TO CHRONIC DISEASE UNIT 


William J. Putnam has been named chief 
dental consultant, Chronic Disease Pro- 
gram, division of Special Health Services, 
U. S. Public Health Service, succeeding 
Marvin P. Sheldon. Dr. Putnam was 


previously chief, Program Support Serv- 


ices Section, Division of Dental Public 
Health. 


FIRST DENTIST APPOINTED 
TO ARIZONA BOARD OF HEALTH 


C. J. Mehlum, Phoenix, is the first dentist 
to be appointed to the Arizona State 
Board of Health. Governor Paul Fannin 
made the appointment to fill the unex- 
pired term, ending February, 1964, of 
Derek Van Dyke, Phoenix. 


FIRST DENTIST ASSIGNED 
TO USPHS HEART PROGRAM 


Thomas L. Louden is the first dentist to 
be assigned to the Heart Disease Control 
Program of the U.S. Public Health Serv- 
ice in Washington, D. C. This program 
was set up to define the relation between 
cardiovascular diseases and dentistry. As 
a dental consultant, Dr. Louden will act 
as liaison between the professional dis- 
ciplines interested in these problems. He 
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Buford F. Wallace, past president, Memphis Den- 
tal Society, presents L. M. Graves (!.), director, 
Memphis and Shelby County Health Department, 
with an engraved plaque signifying honorary 
membership in the society February 16. The 
award was made for ‘outstanding service to our 
profession and our community.’ Dr. Graves has 
served as director of the local health depart- 
ment for more than 30 years. He is also chairman 
of the Fluoridation Committee of Memphis and 
Shelby County. 


has been attached to the Rheumatic and 
Congenital Heart Diseases Section with 
the immediate aim of establishing re- 
search and programs for the control of 
subacute bacterial endocarditis which 
may follow dental procedure. 


DENTAL PUBLIC HEALTH 
BOARD ELECTS OFFICERS 


The American Board of Dental Health 
elected the following officers last Octo- 
ber: Chester V. Tossy, president; John 
T. Fulton, vice-president, and Donald J. 
Galagan, secretary-treasurer. 

The board will hold its next certify- 
ing examination Oct. 12-13, 1961, in 
Philadelphia during the annual meeting 
of the American Dental Association. 
Candidates must submit their applica- 
tions not later than June 15 to Dr. Gala- 
gan, Division of Dental Public Health 
and Resources, Bureau of State Services, 
Public Health Service, Washington 25, 
D.C. 


Sad 
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National Defense 


FEDERAL DENTAL SERVICES 
COUNCIL PLANS REGIONAL MEET 


The Council on Federal Dental Services 
will hold its first Regional Dental Civil 
Defense Conference at the Statler Hilton 
Hotel, New York City, April 15, 1961. 
Participation in the conference will be 
open to state dental directors, members 
of constituent society civil defense com- 
mittees and dental school representatives 
from the following states: Maine, Ver- 
mont, New Hampshire, Massachusetts, 
Connecticut, Rhode Island, New York, 
New Jersey, Pennsylvania, Delaware, 
Maryland and the District of Columbia. 

The purpose of this conference will be: 
To establish a firmer working relation- 
ship between the Council and dental civil 
defense workers at the operating level; 
to provide a forum in which state society, 
state government and school representa- 
tives can discuss experiences and prob- 
lems to mutual advantage, and to enable 
the Council to develop a more compre- 
hensive awareness of the obstacles which 
have impaired the development of effec- 
tive emergency training programs for 
dentists and which have limited inter- 
professional cooperation in the field of 
disaster preparedness. 

The Council hopes to hold five such 
conferences in various parts of the coun- 
try. Further information may be ob- 
tained from the Council secretary, Her- 
bert C. Lassiter, at the Central Office. 


ARMY DENTISTS DEVELOP 
PREVENTIVE DENTISTRY PLAN 


Maj. Gen. Joseph L. Bernier, Assistant 
Surgeon General and chief, Army Dental 
Corps, has announced an active Army- 
wide program in preventive dentistry. 
Recognizing the ever-increasing gap be- 
tween the need for dental care and the 
manpower available to accomplish this 


Rear Admira! Danie! Webster Ryan, former assist- 
ant chief of the Bureau of Medicine and Surgery 
(Dentistry), and chief, Dental Division, U. S$ 
Navy, retired December |, 1960, after 35 years 
f active service. A native of lowa and a graduate 
of the University of Denver, Admiral Ryan hold: 
a Secretary of the Navy Commendation for hi: 
services during World War II and a Certificate 
of Merit for exceptional meritorious service to the 
Government. He also has been awarded the Re 
public of Panama Order De Vasco Balboa in the 
rank of commander 


aim, General Bernier has directed the 
appointment of preventive dentistry off- 
cers in all major commands and at all 
posts, camps and stations. Such officers 
will receive information and guidance in 
developing effective programs from the 
office of the Chief of the Corps, where a 
dental officer trained in preventive den- 
tistry and public health methods is being 
assigned to direct this worldwide effort. 

As an important aid in establishing 
this program, a course in military pre- 
ventive dentistry has been established at 
the Walter Reed Army Medical Center. 
The first session will be presented in June 
1961, and will be of one week’s duration. 
Officers assigned the responsibility of di- 
recting preventive dental care programs 
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at individual installations will attend this 
course as a part of their orientation and 
instruction. 

Preventive dentistry clinics will be es- 
tablished at each installation for the dis- 
semination of information and _ instruc- 
tion on a regular basis. Here individual 
patients also will be seen in an effort to 
solve difficult or unusual problems. 


SCHANTZ RECEIVES HONORARY 
DENTAL ACADEMY MEMBERSHIP 


Rear Adm. Curtiss W. Schantz, U.S. 
Navy, head, Dental Division, Bureau of 
Medicine and Surgery, has been pre- 
sented an honorary membership certifi- 
cate in the Academy of General Dentis- 
try. The presentation was made by Capt. 
Charles M. Heck, president, Bethesda 
chapter of the academy and chief, 
Bethesda Naval Dental School, during 
the February 1961 annual meeting of 
the academy in Chicago. 


CIVIL DEFENSE EXPENDITURES 
ARE TAX DEDUCTIBLE 


The Office of Civil and Defense Mobili- 
zation has advised that amounts spent for 
attendance at civil defense training 
courses would be deductible for personal 
federal income tax purposes as charitable 
contributions, for persons who itemize de- 
ductions, pursuant to Section 170(c) (1) 
of the Internal Revenue Code of 1954. 
This opinion is only advisory and a final 
decision for the deduction of such ex- 
penses would have to come from the 
Office of the Director of Internal Reve- 
nue of the district where the tax return 
is filed. 


ARMY DENTAL SERVICE 
CELEBRATES 50 YEARS 


The Army Dental Service celebrated its 
fiftieth anniversary March 3 with a num- 
ber of scientific and social events through- 
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out the United States and abroad. The 
principal event, held at Walter Reed 
Army Medical Center, Washington, 
D. C., featured the first memorial lecture 
in honor of the late Maj. Fernando E. 
Rodriguez, by Harold Hillenbrand, sec- 
retary, American Dental Association. 
The Army employed its first contract 
dental surgeons in 1901 to provide 
emergency dental work required by offi- 
cers and enlisted men. 


Dental Education 


PATHOLOGY SEMINAR 
SET FOR BOULDER, COLO. 


The Balint Orban Memorial Seminar 
(formerly Rocky Mountain Dental Semi- 
nar) will be held in Boulder, Colo., June 
25-28, 1961. Theme for the seminar is 
“Clinical and microscopic pathology of 
the periodontium and other oral struc- 
Ss. N. 


tures.” The essayists include: 
Bhaskar, Henry Goldman, Maynard K. 
Hine, and Harry Sicher. Further details 
and application forms may be obtained 
from Mrs. James Manella, secretary, 
Balint Orban Memorial Seminar, 1700 
Mesa Rd., Colorado Springs, Colo. 


TWO FELLOWSHIPS AVAILABLE 
AT INDIANA UNIVERSITY 


Indiana University School of Dentistry 
has available two postdoctorate fellow- 
ships in nutrition beginning in June or 
September, 1961. Preference will be given 
to dentists who have a strong background 
in biochemistry or chemistry and who 
are seriously interested in a dental edu- 
cation career. 

Stipends are determined according to 
the student’s academic record and num- 
ber of dependents, but will begin around 
$5,500. Students may also work toward 
a Ph.D. degree. Further details and ap- 
plication forms can be obtained from the 
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Dean, Indiana University School of Den- 
tistry, 1121 W. Michigan St., Indian- 
apolis 2. 


CEREBRAL PALSY DENTISTRY 
COURSE OFFERED AT COLUMBIA 


The Columbia University School of Den- 
tal and Oral Surgery will conduct a one- 
week course in “dentistry in cerebral 
palsy” in the division of pedodontics June 
5-9, 1961. This course is open to dentists 
affiliated with cerebral palsy treatment 
centers or otherwise interested in den- 
tistry in cerebral palsy and other handi- 
capping conditions. The course will con- 
sist of lectures, demonstrations and 
clinical training. A limited number of 
applications will be accepted. 

Further information and application 
forms may be obtained by writing to 
the Chairman, Postgraduate Admissions 
Committee, School of Dental and Oral 
Surgery, Columbia University, 630 W. 
168 St., New York 32. 


FORREST APPOINTED DEAN, 
PITTSBURGH DENTAL SCHOOL 


Edward J. Forrest has been appointed 
dean of the University of Pittsburgh 
School of Dentistry. Dr. Forrest is pres- 
ently the associate dean of the Univer- 
sity of Illinois College of Dentistry. He 
is its director of postgraduate education 
and professor of orthodontics. 


JOINT DISEASE HOSPITAL 
HAS ROTATING INTERNSHIP 


A one-year rotating dental internship is 
available at the Hospital for Joint Disease 
in New York, beginning July 1, 1961. 
The department of dentistry is headed 
by Stanley J. Behrman, attending in den- 
tistry, and the training includes oral sur- 
gery, orthodontics, oral pathology, roent- 
genology and periodontics. 

The hospital provides room and uni- 
forms, plus a cash stipend of $110 a 
month and insurance coverage. Applica- 
tions should be addressed to: Executive 
Director, Hospital for Joint Disease, 1919 
Madison Ave., New York 35. 


DENTAL STUDENTS NEED 
TO WORK WITH ASSISTANTS 


The recommendation that dental schools 
should give students more experience in 
working with auxiliary personnel, espe- 
cially dental assistants, was unanimously 
approved by panelists of the Seventeenth 
Congress on Dental Education and 
Licensure, February 4, in Chicago. 

Also approved by panelists and the 
audience were three other recommenda- 
tions of the Commission on the Survey of 
Dentistry in the United States: (1) that 
the dental profession conduct studies de- 
signed to develop and expand the duties 


i Dean John W. Hein, Tufts Uni- 
74 versity School of Dental Medi- 


cine, congratulates officers of 
the Class of 1961 on class 
pledge of $100,000. From left 
are Martin J. Dunn, president: 
Leo B. Sanfacon, secretary: 
Garry T. Moushegian, vice 
president: John P. Horne, Jr. 
treasurer, and Dean Hein. 
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of auxiliary personnel; (2) that all state 
boards of dentistry accept the results of 
the National Board Dental Examinations, 
in lieu of their own written examinations, 
thereby restricting their evaluation to 
technical and clinical procedures; and 
(3) that dental schools make their cur- 
riculums more flexible and stimulating. 
Where possible, honors programs should 
be arranged for gifted students. 

Most of the nation’s dental schools and 
state boards of examiners were repre- 
sented at the meeting, as were top officials 
of the American Dental Association. 
Harold Hillenbrand, secretary of the As- 
sociation, briefly greeted the congress. 

Arthur H. Wuehrmann, acting dean, 
School of Dentistry, University of Ala- 
bama, commented that since the pros- 
pects are poor for the number of dentists 
to increase proportionately with the in- 
crease in population and demand for 
dental care, practitioners should increase 
their efficiency by greater use of chair- 
side assistants and other auxiliaries. 

Most young dentists and dental stu- 
dents, however, stated Robert G. Kesel, 
College of Dentistry, University of IIli- 
nois, do not appreciate the roles of as- 
sistants and do not utilize their services 
effectively. 

William J. Simon, dean, College of 
Dentistry, University of Iowa, asserted 
this lack of appreciation might be 
remedied by proper indoctrination of the 
dental student. 

It was reported that $800,000 in fed- 
eral funds, for the fiscal year ending June 
30, 1962, would be distributed to dental 
schools interested in establishing pro- 
grams for teaching the use of an assistant. 

George W. Teuscher, dean, Dental 
School, Northwestern University, asserted 
that if the minimum examination qualifi- 
cations were similar in all states, all states 
would recognize the National Board 
Dental Examinations. 

Milton G. Walls, past president, 
American Association of Dental Exami- 
ners, pointed out that the National Board 


is in a better position than many state 
boards to establish tests because it can 
more readily secure the aid of dental 
school faculty members and specialists in 
the various subjects. 

To aid state acceptance of the Na- 
tional Board examination results, Harry 
Blechman, chairman, Council of Na- 
tional Board of Dental Examiners, sug- 
gested that the 14 states that do not 
recognize the board be surveyed to dis- 
cover the reasons for their lack of ac- 
ceptance. 


OHIO STATE SPONSORS 
POST-COLLEGE ASSEMBLY 


The College of Dentistry, Ohio State 
University, will sponsor the seventeenth 
annual post-college assembly, April 19- 
20, 1961. The program will feature lec- 
tures, table clinics, television clinics, so- 
cial events, and a dinner address by 
Harold Hillenbrand, secretary of the 
American Dental Association. Further 
information may be obtained from Dr. 
Steve Kolas, College of Dentistry, Ohio 
State University, 305 W. 12 Ave., Colum- 
bus 10. 


ASSOCIATION GRANTS $50,000 
TO DENTAL EDUCATION FUND 


The Association has transmitted a grant 
of $50,000 to the Fund for Dental Edu- 
cation, as directed by the House of Dele- 
gates at the Los Angeles session. One half 
of the grant is to be made to the Amer- 
ican Association of Dental Schools for the 
advancement of its program. 


MAY, OCTOBER EXAMINATIONS 
SET FOR DENTAL ASSISTANTS 


The Certifying Board of the American 
Dental Assistants Association announces 
that certification examinations will be 
held on May 10 through May 14, and 
on October 4 through October 8, in 
those states prepared for examination. 


~ 
5 
: 
‘ 
4 
+4 
‘ 
= 
4 
4, 


118/476 «© THE JOURNAL OF 


The American Dental Association at its 
1960 annual session approved a report 
of the Council on Dental Education list- 
ing requirements for a_ Certification 
Board for Dental Assistants. The exami- 
nations in May are the first to be given 
by the Certifying Board. Applicants must 
have passing grades in both a written 
and a practical examination to become 
certified. 


INTERN-RESIDENCY PROGRAM 
AT ALABAMA HOSPITAL 


The University of Alabama School of 
Dentistry has established an intern-resi- 
dency program in children’s dentistry 
at the new 200-bed Children’s Hospital 
in the Medical Center, Birmingham, Ala. 

One internship is available with a sti- 
pend of $1,680 a year, and one resident’s 
position with $2,000 a year. Room and 
board and laundry are provided. Quali- 
fied individuals participating in the 
intern-residency program will have the 
opportunity of concurrently working to- 
ward a Master’s degree in pedodontics. 

Information can be obtained from the 
Dean, University of Alabama School of 
Dentistry, 1919 Seventh Ave., S., Bir- 
mingham, Ala. 


DENTAL EDUCATION COUNCIL 
ACTS ON AUXILIARY TRAINING 


The Council on Dental Education, at 
meetings held in late February, took a 
series of actions concerning training or 
accreditation of dental assistants, dental 
hygienists and dental laboratory techni- 
cians. The Council approved plans to 
accredit, in 1962-63, 16 two-year pro- 
grams and 13 one-year programs in den- 
tal assisting. The Council also approved 
the first list of provisionally accredited 
dental assistant programs to be pub- 
lished by the Association. Prior to the 
1960 House of Delegates’ approval of 
educational standards for dental assist- 
ants, such accreditation was conducted by 
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a committee of the American Dental As- 
sistants Association. 

The Council approved plans to con- 
duct 11 accreditation surveys in schools 
of dental hygiene this year. The Council 
also took action on dental laboratory 
technician programs, approving schools 
conducted by the New York Community 
College of Applied Arts and Sciences and 
the University of California Extension 
Division. 

Approval of eight additional dental in- 
ternship and residency programs also was 
announced at the meeting. The Coun- 
cil now has approved 196 internships and 
131 residencies conducted in 218 hospi- 
tals. 


NEW YORK HOSPITAL HAS 
ORAL SURGERY INTERNSHIP 


A one-year oral surgery internship is 
available at the Mount Sinai Hospital of 
New York, beginning July 1, 1961. Appli- 
cants should write Dr. A. S. Nathan, 
director, Department of Dental and Oral 
Surgery, The Mount Sinai Hospital, 
Fifth Ave. and 100 St., New York 29. 


QUEEN’S HOSPITAL, HAWAII, 
HAS INTERNSHIP AVAILABLE 


A one-year rotating internship in den- 
tistry, beginning July, 1961, is being of- 
fered by The Queen’s Hospital, Hono- 
lulu, Hawaii. This program is pending 
approval by the American Dental Asso- 
ciation. Application forms can be ob- 
tained by writing to Edwin L. Young, 
chief, dental service of the hospital, P.O. 
Box 861, Honolulu 8, Hawaii. 


ROTATING INTERNSHIP OPEN 
IN CALIFORNIA HOSPITAL 


The School of Dentistry, College of 
Physicians and Surgeons, has available a 
dental rotating internship with the Vet- 
erans Administration Hospital in Palo 
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Alto, Calif. A stipend of $2,500 per year, 
with uniforms and laundry, is furnished. 
Approval of this program is pending by 
the American Dental Association’s Coun- 
cil on Dental Education. Application 
forms may be obtained from the Dean, 
College of Physicians and Surgeons, 
School of Dentistry, 344 Fourteenth St., 
San Francisco 3. 


VARIETY OF COURSES OFFERED 
THROUGHOUT THE COUNTRY 


Alabama * The University of Alabama School 
of Dentistry is receiving applications for post- 
graduate study in its one year basic science 
program. Courses include: Dental anatomy, 
oral physiology, medicine, physical diagnosis, 
microbiology, oral histology and embryology, 
oral medicine, oral roentgenology, pharmacol- 
ogy, physical anthropology, neuroanatomy, 
anatomy of the head and neck, biochemistry, 
clinical pathology, general surgery, genetics, 
oral pathology, psychiatry, and epidemiology. 
Further information may be obtained by writ- 
ing to the associate dean, University of Ala- 
bama School of Dentistry, Medical Center, 
1919 Seventh Ave. S., Birmingham, Ala. 


Albert Einstein College of Medicine * The 
Department of Dentistry of the Albert Ein- 
stein College of Medicine of Yeshiva Univer- 
sity announces the following courses: 

Anesthesiology, June 9, Stanley R. Spiro 
and associates; advanced oral pathology, three 
consecutive days in December, Ernest Baden 
and associates; periodontics, October 30-No- 
vember 3, Irving Yudkoff, Marvin N. Okun 
and associates. Further information may be 
obtained from the director, Postgraduate Den- 
tal Division, Albert Einstein College of Medi- 
cine, Yeshiva University, Eastchester Rd. and 
Morris Park Ave., Bronx 61, N. Y. 


Boston * The Department of Stomatology, Di- 
vision of Graduate Studies, School of Medi- 
cine, Boston University, is offering the fol- 
lowing specialty courses: oral surgery, one 
year, Kurt Thoma; orthodontics, two years, 
Herbert I. Margolis; prosthetic dentistry, one 
or two years, Leo Talkov; endodontics, one 
year, Herbert Schilder; and oral pathology, 
two years, in connection with the Massachu- 
setts Memorial Hospitals. 

Application or information can be obtained 
from the Department of Stomatology, Boston 
University School of Medicine, 80 E. Con- 
cord St., Boston 18. 
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California * The Postgraduate Education de- 
partment of the School of Dentistry, Univer- 
sity of California, has available several courses 
this spring. They are: Practice management, 
May 12-13, Edward Brisbin, C. E. Rutledge, 
Joseph A. Sciutto, and John S. Shaw; com- 
plete denture construction, May 20, Robert L. 
Platner; management of advanced periodontal 
disease, June 2-3, John Prichard; and pulp 
reactions to operative procedures, June 29-30, 
Samuel Seltzer. Further information may be 
obtained from Marilyn J. Johnson, adminis- 
trative assistant, Postgraduate Education, 
School of Dentistry, University of California, 
San Francisco 22. 


Columbia * The School of Dental and Oral 
Surgery of Columbia University announces the 
following courses for 1961-1962: Preventive 
orthodontics, July 10-14, Nicholas A. DiSalvo, 
Walter G. Spengeman and staff; diagnosis, 
Edward Zegarelli, September 15-May 18, 
1962; periodontology, September 13-May 16, 
1962, Frank E. Beube; periodontology with 
additional clinical practice, September 13- 
May 16, 1962, Frank E. Beube ; temporoman- 
dibular joint disorders, October 9-11, Laszlo 
Schwartz; and theory and practice of pedo- 
dontics, September 15-May 17, 1962, Solomon 
Rosenstein. Further information can be ob- 
tained by writing to Joseph A. Cuttita, chair- 
man, Postgraduate Admissions, Columbia Uni- 
versity, School of Dental and Oral Surgery, 
630 W. 168 St., New York 32. 


New York * The New York University Col- 
lege of Dentistry will offer courses in fixed par- 
tial prosthesis and complete oral rehabilita- 
tion during 1961-1962. The prosthesis course 
will be given Friday afternoons for 16 weeks 
beginning January 1962, by Edward G. Kauf- 
man. The rehabilitation course will be given 
every Friday for 32 weeks beginning October 
1961, by David H. Coelho, Eugene A. Roth- 
schild, and Albert Zola. 

The college also is offering a one day basic 
course in the uses of ultrasonics in periodontal 
therapy, April 14, 1961, by Sidney Sorrin and 
assistants. 

Information on these courses may be ob- 
tained from the director, Postgraduate Divi- 
sion, New York University College of Den- 
tistry, 421 First Ave., New York 10. 


North Carolina * Five postgraduate courses 
are being offered by the University of North 
Carolina School of Dentistry: Dentistry for 
children I, July 10-14; dentistry for children 
II, July 17-21; dentistry for children III, July 
24-28; design and case analysis for clasp par- 
tial dentures, June 15-17; and clinical perio- 
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dontics and oral pathology, June 6-10. Details 
may be had from the office of Postgraduate 
Dental Instruction, School of Dentistry, P.O. 
Box 750, Chapel Hill, N. C. 


Pennsylvania * The University of Pennsyl- 
vania School of Dentistry announces the fol- 
lowing courses for postgraduate study this 
spring: Complete denture prosthesis, April 17- 
22. M. M. DeVan and associates; function 
prime object of dentistry, April 24-28, Arne G. 
Lauritzen; extraoral tracers in rehabilitation 
of function, May 1-4, Ernest R. Granger and 
William Maxwell; principles of occlusion, May 
3-5, Lewis Fox and associates, and biologic 
aspects of endodontics, May 22-26, Samuel 
Seltzer and I. B. Bender. Further information 
may be obtained from Postgraduate Courses, 
School of Dentistry, University of Pennsyl- 
vania, 4001 Spruce St., Philadelphia 4. 


Southern California * Three postgraduate 
courses will be offered in the next few weeks 
by the University of Southern California 
School of Dentistry. They are: Equilibration 
of occlusion in the natural dentition, April 14- 
15, Robert L. Platner; occlusion-functional 
development in wax, May 5-7, Everitt V. 
Payne; and oral rehabilitation, April 21-23, 
Charles E. Stuart. Further information may 
be obtained from the Division of Postgraduate 
Instruction, University of Southern California, 
School of Dentistry, University Park, Los 
Angeles 7. 


Temple * A course in complete denture pros- 
thesis will be given at Temple University 
School of Dentistry, May 8-12, by Bernard 
Jankelson. The tuition is $200 and enrollment 
is limited to ten. Inquiries should be directed 
to the Postgraduate Division of Temple Uni- 
versity School of Dentistry, Broad above Alle- 
gheny Ave., Philadelphia 40. 


Tufts * Tufts University School of Dental 
Medicine has announced several postgraduate 
courses: Diagnosis and treatment of pain and 
other symptoms arising from temporomandibu- 
lar joint disturbances, May 23-24, tuition $75; 
complete denture prosthesis (participation 
course), June 5-9, tuition $175; and a special 
participation course in periodontology Octo- 
ber 9-13, tuition $175, by Irving Glickman 
and staff. Information on these courses may 
be had from the director, Graduate and Post- 
graduate Division, School of Dental Medi- 
cine, Tufts University, 136 Harrison Ave., 


Boston 11. 


Washington * Three refresher courses are be- 
ing offered by the University of Washington 


School of Dentistry: Time and motion studies 
applied to dental practice, May 1-2, John A. 
Anderson, tuition $80; rehabilitation of the 
edentulous patient, April 28-30, Bernard Jan- 
kelson, tuition $150; and exodontia and minor 
oral surgery, May 22-27, tuition $165. Further 
information may be obtained from the Depart- 
ment of Postgraduate Dental Education, Uni- 
versity of Washington School of Dentistry, 
Seattle. 


West Virginia * The West Virginia University 
School of Dentistry is introducing its first 
series of postgraduate refresher courses this 
year. Those to be held this spring include: 
Refresher course in crown and bridge prostho- 
dontics, April 10-11, J. F. Johnston and J. D. 
Adams; high-speed instrumentation, Arpil 14- 
15, R. E. Sausen and W. F. Braasch; complete 
denture impressions and jaw relationship rec- 
ords, April 17-19, J. B. Davis and J. C. Esel- 
man; refresher course in principles and tech- 
nics of crowns and bridges, April 27, May 4. 
11, 18, 25 (one day a week), J. D. Adams: 
cephalometry, May 22-24, V. Sassouni and W. 
M. Krogman; and inlay restorations, June 16. 
23, 30 (one day a week), R. E. Sausen. In- 
quiries should be directed to the Dean, West 
Virginia University School of Dentistry, Mor- 
gantown, W. Va. 


IDEAL DENTAL JOURNAL TOPIC 
OF DENTAL JOURNALISM MEET 


“The ideal dental journal” was the topic 
of the Conference on Dental Journalism, 
March 13-14, presented in the Central 
Office by the Council on Journalism and 
the American Association of Dental Edi- 
tors. 

Program speakers included Harold 
Hillenbrand, Association secretary; John 
J. Hollister, director, Advertising and 
Exhibits; J. Roy Doty, secretary, Council 
on Dental Therapeutics; Isaac Sissman, 
chairman, Council on Journalism, and 
Arthur Snider, science editor, Chicago 
Daily News. 

After the presentation of individual 
papers, the conference broke up into 
workshops on format, scientific articles, 


news, editorials, advertising, and miscel- 
laneous sections. A Council report will 
be published in an early issue of THE 
JOURNAL. 


FORMER VICE-PRESIDENT 
HENRY WESTHOFF DIES 


Henry F. Westhoff, St. Louis, former 
Association first vice-president, died Jan- 
uary 23. Dr. Westhoff served as general 
chairman of the general committee on 
local arrangements for the 1952 annual 
session in St. Louis. 


CALIFORNIA PERIODONTOLOGY 
ACADEMY TO MEET IN RENO 


The California Academy of Perio- 
dontology will hold its second spring con- 
ference June 2-4 in Reno, Nev. Lectures 
and clinics in periodontics are planned, 
and there will be tours for the wives. 
Further information may be obtained 
from B. O. A. Thomas, 668 Homer Ave., 
Palo Alto, Calif. 


RESTORATIVE DENTISTRY 
GROUP CHOOSES OFFICERS 


The American Academy of Restorative 
Dentistry recently elected new officers. 
They are: president, J. Roscoe Tipton, 
Dallas, Texas; president-elect, Morton 
H. Mortonson, Jr., Milwaukee, and sec- 
retary-treasurer, William Branstad, St. 
Paul. The group’s next annual meeting 
will be held in Chicago, Feb. 17-18, 1962. 


SELF-EMPLOYED TAX DEFERRAL 
BILL INTRODUCED IN CONGRESS 


A revised version of a perennially intro- 
duced bill, which would permit self-em- 
ployed persons to defer taxes on self- 
contributory retirement funds until the 
funds are actually in use, has been intro- 
duced into Congress. Under the proposed 
legislation, the self-employed individual 
would be permitted to defer taxes on 
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money placed in a pension fund up to 
$2,500 a year, or 10 per cent of his 
annual income, whichever is less. Self-em- 
ployed persons with fewer than three em- 
ployees would not be required to estab- 
lish a pension fund for employees. 

The self-employed individual’s contri- 
bution is based on the amount of his 
self-employment earnings rather than on 
total income. No benefits can be taken 
under the plan before the age of 59%, 
except in cases of disability, and benefits 
must begin before the age of 70. 

The retirement funds can be invested 
in qualified pension trusts, annuity pro- 
grams or profit-sharing plans. In addi- 
tion, a new type of nontransferable gov- 
ernment bond would be offered. It would 
be redeemable only when _ individuals 
reach qualifying age. 

When there are three or more em- 
ployees, the same basis of contributions 
to income used by the employer for him- 
self must be used for employees. How- 
ever, if an employer sets aside 15 per 
cent of his employee’s income for this 
purpose, he may then set aside the same 
percentage for himself. 


XI PSI PHI FRATERNITY 
OPENS NEW CENTRAL OFFICE 


Supreme president E. Jeff Justis an- 
nounces the opening of the Supreme 
Chapter of Xi Psi Phi fraternity’s new 
central office at 23-25 N. Gore Ave., 
Webster Groves 19, Mo. William E. 
Koch, Jr., is secretary-treasurer of the 
fraternity. All communications should be 
sent to the above address. 


M. E. REVZIN, S. E. MAYALL 
JOIN PROJECT HOPE 


Marvin E. Revzin, associate surgeom in 
oral surgery, Detroit’s Ford Hospital, and 
Stanley E. Mayall, Spokane, Wash., den- 
tist, have joined the medical staff of the 
mercy ship S.S. Hope in Jakarta, Indo- 
nesia. Dr. Revzin will be the first oral 
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surgeon to join the project. Eventually, 
he said, there will be a team of oral sur- 
geons working for the project on a rota- 
tion basis. 

Project HOPE (Health Opportunity 
for People Everywhere) is a_ privately 
sponsored program suggested by Presi- 
dent Eisenhower in 1956. The organiza- 
tion’s funds finance a converted navy 
hospital ship staffed with medical special- 
ists. The ship currently is calling at nine 
Indonesian ports to provide modern med- 
ical health care for the needy. 


PRESIDENT PROCLAIMS APRIL 
CANCER CONTROL MONTH 


April is Cancer Control Month by Presi- 
dential Proclamation. During this period 
the American Cancer Society will con- 
duct its annual education and fund- 
raising crusade. 

The Cancer Crusade will concentrate 
on spreading the well-known slogan 
“Fight cancer with a checkup and a 
check” and telling the public that can- 
cer can be cured if caught in time and 
that it can be prevented through inten- 
sive research. 


E. H. PENNELL, STATISTICIAN, 
DIES FEB. 6 IN WASHINGTON 


Elliott Harmon Pennell, 56, one of the 
nation’s leading authorities on dental 
health statistics, died Feb. 6 in Wash- 
ington, D. C. At the time of his death, 
Mr. Pennell was chief of the statistical 
staff of the Division of Dental Public 
Health and Resources, U. S. Public 
Health Service. 

A specialist in the analysis of health 
manpower trends and service needs and 
utilization, Mr. Pennell joined the staff 
of the Public Health Service in 1931. He 
was the author of numerous articles and 
papers. He was a member of the Amer- 
ican Statistical Association and a Fellow 
and life member of the American Public 
Health Association. 
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NOYES IS ELECTED CHAIRMAN 
OF AAAS DENTISTRY SECTION 


Harold J. Noyes, dean of the University 
of Oregon Dental School, was elected 
vice-president and chairman of Section 
Nd of the American Association for the 
Advancement of Science, at the section’s 
symposium session December 30 in the 
Biltmore Hotel, New York City. Dean 
Noyes succeeded Joseph L. T. Appleton, 
Philadelphia. Albert A. Dahlberg, Zoller 
Memorial Dental Clinic, Chicago, was 
elected committeeman-at-large, to suc- 
ceed Joseph C. Muhler, Indiana Univer- 
sity, Bloomington, Ind., who had com- 
pleted his four-year term of office. 

Both the morning session on various 
aspects of keratinization and the after- 
noon session on structural and chemical 
aspects of oral epithelial derivatives were 
well-attended. 

Section Nd cosponsored a meeting on 
career opportunities in medicine and 
dentistry, arranged by Alpha Epsilon 
Delta, which attracted a large audience 
December 29. Shailer Peterson, assistant 
secretary, Educational Affairs, American 
Dental Association, spoke on future needs 
for dentists, and W. H. Stewart, U. S. 
Department of Health, Education, and 
Welfare, reported on future needs for 
physicians. A panel dealing with career 
opportunities in dentistry was moderated 
by Dean Raymond J. Nagle, New York 
University College of Dentistry. 


FIRST DENTIST TO RECEIVE 
CANCER SOCIETY FELLOWSHIP 


The American Cancer Society has 
awarded a three-year advanced clinical 
fellowship to Robert A. Vickers, division 
of oral pathology, School of Dentistry, 
University of Minnesota. It is the first 
time that this fellowship has been 
awarded to a dentist. Such fellowships 
are awarded to provide for specialist 
training in various aspects of cancer 
diagnosis and research. 
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SURVEY OF DENTISTRY BOOK 
TO LATIN AMERICAN SCHOOLS 


Dentistry in the United States, the sum- 
mary volume of the Survey of Dentistry 
in the United States, distributed by the 
American Council on Education, is to be 
translated into Spanish and Portuguese. 
Five hundred copies of the translations 
will be distributed to Latin American 
dental schools. The $1,200 project is 
being financed by the American Council 
on Education from unexpended funds of 
the Survey of Dentistry. 


FRATERNITY TO CELEBRATE 
ITS 60TH ANNIVERSARY 


Sigma Epsilon Delta Fraternity will cele- 
brate its sixtieth year at the annual con- 
vention to be held May 5-7 at Laurel’s 
Country Club, Sackett Lake, N. Y. Clyde 
H. Schuyler will be guest of honor and 
recipient of the 1961 “man of the year” 
award at the dinner banquet, May 6. 
Reservations for the weekend, at $98 
per couple, can be made with chairman 
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Alexander L. Ungar, 829 Central Ave., 
Woodmere, N. Y., or treasurer Paul R. 
Schwitz, 560 Front St., Hempstead, N. Y. 


HARLOW IS NAMED PRESIDENT 
OF GROUP DENTAL INSURANCE 


Arthur H. Harlow, Jr., has been named 
president of Group Health Dental Insur- 
ance, succeeding Bissell B. Palmer, who 
has been elected chairman of the board. 
Mr. Harlow had been treasurer of the 
plan since 1954 and served as president 
of the sister corporation, Group Health 
Insurance, for the past 14 years. 


MINNESOTA DENTAL GRANT 
FOR MALFORMATION STUDY 


The Minnesota State Dental Foundation 
has awarded a grant of $10,750 to A. P. 
Chaudhry and R. J. Isaacson of the Uni- 
versity of Minnesota School of Dentistry. 
The grant is for a two-year study of the 
etiology of congenital malformations such 
as cleft lip and cleft palate. 


1961 Officers of the California Academy of Periodontology are: Front row (I. to r.), B. O. A. Thomas, 
first vice-president; Max Rabinovich, second vice-president; Philip S. Haley, chairman research: 
Clarence E. Butler, treasurer; Mario Pieri, third vice-president. Back row (I. to r.), J. James Pfister, 
immediate past president; Antonio R. Sanchez-Corea, editor: Kent F. Kohler, assistant editor; Lowell 
N. Peterson, historian and librarian; Robert L. Roseberry, secretary, Academy Review: Robert E. 
Oslar, president; V. John Oulliber, business manager, Academy Review; Elmer G. Smith, financial 
secretary; and Albert Wasserman, recording secretary. Not present is S. S. Sepich, corresponding 


secretary. 
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News from Great Britain 


NATIONAL HEALTH SERVICE 


The new Minister of Health, J. Enoch Powell, 
addressed the following remarks to a joint 
meeting of the English and Welsh Associations 
of Executive Councils: 

“I have endeavored . . . to emphasize the 
co-equal co-importance of the three great ele- 
ments of the health service—the hospital 
services, the services which are organized by 
you, and the services provided by the local 
authorities. . . . 

“The National Health Service is like a 
channel through which flows . . . that fraction 
of our national income which we devote to 
the care of health and the treatment of sick- 
ness. 

“One thing is certain—as our national in- 
come continues to rise, the volume of effort 
and resources applied to health will rise, too, 
though the proportion may vary a little up- 
wards or downwards from time to time. 

“{In] a comprehensive State service, re- 
sponsibility is inevitably centralised—in the 
Minister answerable to Parliament. Because 
responsibility is centralised, so, in large meas- 
ure, must be decision. . . . Now all this brings 
with it a great danger, that of rigidity. Poli- 
cies which are formed centrally and executed 
administratively are bound to be slower to 
change and less adaptable to alterations of 
circumstances and demand, than if responsi- 
bility were diffused and decisions were inde- 
pendent. 

“These disadvantages apply anywhere, but 
in the field of health and medical care they 
could be specially dangerous. Here is a field 
in which it is the individual mind, the local 
experiment, even the chance observation, 
which bring about the great advances. 

“Not only the methods of giving medical 
care, but the nature of the need for it are 


constantly changing. All sorts of alterations 
are going on in the nation—economic, social, 
demographic, . . . and psychological. 

“This conflict between the characteristics 
of a comprehensive State service and the facts 
of social change and medical progress can 
never be fully resolved, for it is inherent. But 
recognising it, there is much we can do to 
limit its dangers and even to counteract 
these. ... 

“Those who framed .. . the National 
Health Service . . . deliberately embodied in 
its structure elements of independence, both 
lay and professional, to be a counterpoise. The 
contractual status of the general practitioners, 
dentists and opticians, the separate representa- 
tion of the doctors and other professions in 
the structure of the Hospital and Executive 
Council services, the power and authority of 
the professional college and professional asso- 
ciations .. . are safeguards to the [work of the 
Minister of Health]. . . . I shall be as jealous 
of the independence of the professions as they 
are themselves. 

“On the lay side, statute enjoins me to pro- 
vide hospital services through voluntary, un- 
paid Boards and Committees, and to provide 
services through Executive Councils. . . . We 
are in my view intended . . . to work together 
for a synthesis of local considerations and na- 
tional policy. 

“. .. I attach the highest value to the fact 
that medical attention and care are also avail- 
able outside the Service and that completely 
independent organizations exist in the field, to 
support and conduct research, to study and 
criticise, to supplement, assist and overlap the 
services provided by the authority of Parlia- 
ment.” 

The Minister then mentioned by name 
various independent and voluntary organiza- 
tions which assist and overlap the National 
Health Service. 

The Minister declared that there are two 
great functions which the Ministry of Health 
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can perform in all this—corresponding to the 
short-term and the long-term respectively. 

In relation to the short term the Ministry 
must help to insure that, as far as possible, 
the latest knowledge and doctrine finds expres- 
sion in what is being built now, while reducing 
to a minimum the frustrations and delays of 
the process of department criticism and ap- 
proval. 

The Minister referred to the three trends in 
the modern approach to health which run side 
by side—the growth of community care, the 
development of preventive and remedial meas- 
ures, and the more intensive and efficient 
use of hospital accommodation. 

The foregoing trends in the Ministcr’s view 
should be reflected in all the plans which are 
made in the long term for the National Health 
Service whether they concern capital develop- 
ment or the recruitment and training of per- 
sonnel. 

The Minister said bluntly that a major re- 
form in the financial structure of the National 
Health Service is farther off at present than 
the eye of a politician can see and that he had 
no intention of sitting down to wait for it. 
He said, ‘We work with the structure we have, 
and I shall not be content until I can see a 
long-term picture in which the development 
of the hospital service is dovetailed in with 
the development of local authority services, 
and the future function of the family practi- 
tioner is related to both.” 

Speaking of the future, the Minister said 
that nowhere are the dramatic possibilities in- 
herent in modern trends more apparent than 
in the field of mental illness and subnormality. 
He said it was gratifying that this new attitude 
of enlightenment and interest towards mental 
illness and subnormality is spreading. 


Statement on “Crest” Toothpaste * W. 
Stewart Ross, representing the British Dental 
Association on the Advertising Advisory Com- 
mittee of the Independent Television Au- 
thority, has provided the committee with a 
memorandum on “Crest” dentifrice which 
contains the following statements: 

For the last twenty years Messrs. Procter & 
Gamble of America have been initiating re- 


search into the properties and uses of fluoride ~ 


when incorporated in a dentifrice. Seven sepa- 
rate clinical trials over a period of years have 
been carried out in the United States, and a 
document describing the work has been sent 
to the Dental Health Committee of the British 
Dental Association for study. 

The results of the investigations appear to 
show that the Procter & Gamble toothpaste 
known as “Crest,” which includes stannous 
fluoride, reduces or inhibits dental caries, 
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and the Council on Dental Therapeutics of 
the American Dental Association has been 
sufficiently impressed to recognize for the first 
time the use of a dentifrice as a prophylactic 
agent. The Council classifies products in four 
groups, viz. A,B,C, and D, and have placed 
“Crest” in Group B which are products about 
which there is insufficient evidence to justify 
their present acceptance, but there is reason- 
able evidence of their usefulness and safety. 

The report then quoted the statement the 
Council on Dental Therapeutics authorized 
for use in commercial advertisements. 

This is probably the first time that a scien- 
tific professional body has ever endorsed one 
commercial product as being of specific value 
in the prevention of disease, and the British 
Dental Association feels bound to take cog- 
nisance of this important action. 

A special expert committee is being set up 
by the British Dental Association and will be 
charged with the duty of studying the results 
of the research and trials carried out in 
America on dentifrices with stannous fluoride 
content. Upon the committee’s eventual 
recommendations may depend the ultimate 
attitude of the British Dental Association. 

In the meantime, Hedley Ltd., a subsidiary 
of Procter & Gamble, who operate in this 
country, intend to market “Crest” as soon as 
possible and an advertising campaign will be 
started in the early part of this year. Provided, 
however, that Messrs. Hedley’s proposed ad- 
vertising material, which it has been agreed 
shall be submitted to and approved by the 
British Dental Association, does not run 
counter to the accepted principles of oral 
hygiene as laid down and recognized by the 
dental profession in Great Britain, and indi- 
cates truly and fairly the attitude of the 
American Dental Association, the British 
Dental Association, while preserving an open 
mind pending the results of their own com- 
mittee’s deliberations, does not feel that ac- 
ceptance of such material can be withheld. 


General Dental Council * On. Nov. 9, 1960, 
His Royal Highness the Duke of Edinburgh 
visited the new premises of the General Dental 
Council and stayed to lunch. 

In welcoming His Royal Highness, the 
President of the Council, Sir W. Fish, ex- 
pressed the pleasure of the Council and their 
appreciation of the honor that he had con- 
ferred on them by his presence. The occasion 
was the first on which the members had met 
in their new dining hall, and the completion 
of the building was, he thought, symbolic of 
the independence conferred on the profession 
by the act of 1956. 

His Royal Highness replied in a charac- 
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teristic speech in which wisdom was salted 
with humor. After expressing his thanks for 
the “Very kind and generous welcome” which 
he had received he said he would always be 
indebted to a member of the dental profession 
who had helped him to find a name for a 
science which he had himself practiced for 
many years, “Dontopedalogy, the science of 
opening one’s mouth and putting one’s foot 
in it.”” His Royal Highness congratulated the 
Council on four years of valuable work and 
also upon their new building, and went on to 
refer to the fact that their membership in- 
cluded many who had diverse interests and 
experience in a variety of spheres—a typically 
British arrangement which had proved its suc- 
cess. He hoped that the Council would con- 
tinue to encourage different kinds of dental 
education and research, as well as the en- 
lightenment of the public on matters of dental 
health. 

His Royal Highness then said, “As far as 
the disciplinary duties of the Council are con- 
cerned, I would only say that dentists share 
with certain other professions and occupations 
—including my own to some extent—the dis- 
tinction of being news only when they are 
enviable or sinful. Both are possible, but I 
am glad to say that neither is frequent. I 
think that we—that is, your patients—are very 
fortunate to have such an excellent dental 
profession and we are full of admiration for 
the way in which you have managed to cope 
with the great increase in work brought about 
by the National Health Service. Treatment 
is, of course, not the answer to the problem 
of dental disease and therefore for that reason 
as well as for others we are all most anxious 
that you should find ways and means of pre- 
vention as quickly as possible. Any young man 
or woman who feels like freeing mankind from 
the tyranny of the drill and the peril of the 
probe will have my heartiest encouragement 
and best wishes.” 


British Dental Association * The Represent- 
ative Board has decided that the 1963 Annual 
Conference of the Association shall be held in 
Oxford from July 20 to 26. This is later in 
the year than usual but accommodation is 
not available except during a part of the va- 
cation period. It is necessary for the Associa- 
tion to fix a definite date at this early stage 
because of the practical difficulties which al- 
ways exist in a University center. 


Royal College of Surgeons * Hamilton B. G. 
Robinson, dean of the School of Dentistry, 
University of Kansas City, and president of 
the International Association for Dental Re- 
search, gave the fourth Webb-Johnson lecture 


at the Royal College of Surgeons of England 
on February 17. Dr. Robinson spoke on ‘The 
effect of operative procedures on the pulp.” 


Visiting Lecturer * James Irving from the 
Harvard School of Dental Medicine gave a 
special university lecture entitled “A compari- 
son of calcification mechanisms in bone and 
teeth,” at the Royal Dental Hospital in Lon- 
don last December. 


Scotland * Professor James Aitchison has been 
reappointed Convener of the Dental Council 
of the Royal College of Surgeons in Edin- 
burgh. Professor Selmer Olson of Oslo has 
been appointed an examiner in orthodontics 
by the Royal Faculty of Physicians and Sur- 
geons of Glasgow. 


Acknowledgement * In the December letter 

the paragraph describing the reaction in Great 

Britain to Crest toothpaste was taken from 
The Probe. 

G. H. Leatherman, 

F.D.M., F.D.S., R.C.S., F.A.C.D 


News from Brazil 


Dentist is Brazilian National Hero * Tira- 
dentes Day, a Brazilian national holiday, is 
celebrated every April 21. Tiradentes, liter- 
ally translated, means “toothpuller” and was 
the nickname of Joaquim José da Silva Xavier, 
who, on April 21, 1792, was hanged by the 
Portuguese for conspiring for Brazil’s inde- 
pendence. 

At the end of the eighteenth century, Brazil 
was still a Portuguese colony. José da Silva 
Xavier, who had been among other things, a 
dentist, thus acquiring his nickname, became 
enthusiastic about the idea of Brazil's free- 
dom. He and other idealists planned a revo- 
lution, but the Portuguese government un- 
covered the conspiracy and leaders of the 
movement were arrested. Almost all the revo- 
lutionists denied their participation; only Tira- 
dentes accepted full responsibility and paid 
with his life. After the hanging, his body was 
beheaded and quartered, and parts of his 
body were exposed at public places as a 
warning to the people. Thirty years later Brazil 
became a free country. 


Mobile Units + In the last four years, air- 
transported sanitary units of the Ministry of 
Health have given medical and dental assist- 
ance to over 3.8 million people living in far- 
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away places difficult to reach. Over 40,000 
teeth have been extracted. 


Dental Graduates * On Jan. 3, 1961, the first 
class of dentists graduated from the School 
of Dentistry and Pharmacy of Piracicaba, state 
of Sao Paulo. The class had 23 members. 


Student Cost to State * Prof. José de Assis 
Fonseca, School of Dentistry and Pharmacy, 
University of Minas Gerais, has stated that 
each dental student costs the state over 
$10,000 during the four years of his course. 
He suggested that Brazilian dentists be sent 
to the rural zones to help improve the health 
condition of country people. 


Illegal Practice of Dentistry * In the city of 
Sao Paulo, two men practicing dentistry 
illegally were sentenced to prison terms of 
eight and ten months respectively, plus a fine 
of $10. A dentist covering the illegal activities 
of one of them got a prison term of six months, 
plus a fine of $5. 


Two Universities Formed * Several schools 
of the city of Juiz de Fora, state of Minas 
Gerais, were grouped together as the new 
Federal University of Juiz de Fora. Among 
these is the School of Dentistry and Pharmacy. 
In the state of Sao Paulo, several university- 
level schools were united into the Federal 
University of Sao Paulo, although these 
schools are located in different cities in the 
hinterland of that state. The School of Den- 
tistry and Pharmacy of Aracatuba is a member 
of this new university. 


Dental Association Formed + In the new 
capital city of Brasilia, a local dental associa- 
tion has been founded. Its first president is 
Dr. Estevam Alves Cavalcante. The new 
association has asked for admission to the 
Brazilian Dental Association. 


Dentist Appointment * Former Minister of 
Education, Coronel Pedro Paulo Penido, a 
dentist, has been appointed president, National 
Bank of Economic Development. 

Hans Freudenthal, C.D. 


News from Argentina 


Mrs. Josephine P. Hunt, Visitor from the 
U. S. * Mrs. Hunt, American Dental Asso- 
ciation librarian for 33 years, visited briefly 
in Buenos Aires in October. Mrs. Hunt had 
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just retired. Dr. Margarita Muruzabal, Argen- 
tine Dental Association librarian, entertained 
Mrs. Hunt in the Library and at a reception 
in her home. Dr. Muruzabal said Mrs. Hunt 
had helped during the organization of the 
Argentine Association Library and pointed out 
how Mrs. Hunt had contributed gifts of books 
and magazines obtained on exchange or 
through her cooperation. The dentists of Ar- 
gentina thanked Mrs. Hunt for her many 
years of valuable assistance. 


Jornadas Internacionales del Circulo Odonto- 
légica del Oeste. (International Meeting of 
the Dental Association of the West) * To 
celebrate its twenty-fifth anniversary, the 
Circulo held an international meeting Novem- 
ber 20-26 which was attended by many foreign 
clinicians. Participants included: Dr. P. Planas, 
Spain; Drs. Frey-Nyitrai and A. J. Held, 
Switzerland; Drs. K. H. Thoma, L. Gold, and 
H. S. Brenman, U.S.A.; R. Todescan and R. 
Kramer Amaral, Brazil; B. Gomez Herrera, 
Colombia, and Yuri Kuttler, Mexico. Round 
tables, lectures, clinics and table clinics were 
held. Several of the visitors presented short 
courses on periodontics, partial prosthesis and 
functional orthopedics. Dr. F. Mendez Diz 
was chairman of the committee on organiza- 
tion. 


Conference on Socioeconomics and Legal 
Problems * The Argentine Dental Associa- 
tion, in accordance with its program of cul- 
tural extension for the interior of the country, 
held three meetings in various cities during 
1960. The last meeting was presented early in 
October in Rosario with the collaboration of 
the associations in Salta and Tucuman. In 
addition to the scientific and social aspects of 
this meeting, there was a special emphasis on 
socioeconomic and legal problems. Represent- 
atives from the Ministries of Public Health, 
from universities and from the various pro- 
fessional organizations, took part in an exten- 
sive conference and passed a series of resolu- 
tions. Some of the resolutions are: 

“The practice of mechanical dentistry 
should not be regulated by specific legisla- 
tion but should be governed through regula- 
tion of training, by Colegios de Odontdélogos 
(dental societies), or in the absence of such 
regulation, through the Ministries of Public 
Health, since the responsibility for the design- 
ing and fitting of prosthetic appliances belongs 
exclusively to the dental profession.” 

“To practice as a mechanic for a dentist, 
the individual must be registered in the 
Colegio de Odontélogos, or a similar official 
organization, that is in no way associated with 
the Department of Professional Affairs since 
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the practice of dental mechanics is not a part 
of the profession of the healing arts.”’ 

“The dental mechanic, in order to register 
and practice, does not have to have a degree 
or proof of training since the individual dentist 
for whom he works is the judge of the 
capabilities of his auxiliary help.” 

“In order to work as a dental mechanic the 
individual should not qualify himself with the 
term prosthetic, reserved for the dental pro- 
fession, since this might be misinterpreted. 
The place in which the dental mechanic 
works should be known as a laboratory.” 

“Regulations for the practice of dental 
mechanics should establish as inadvisable that 
other activities not in the same field be carried 
out in the same location.” 


“Past experience indicates that the teach- 
ing of dental mechanics should not be done in 
a university.” 

“Dental schools should intensify the prac- 
tical teaching of laboratory prosthetics for fu- 
ture dentists.” 

“Revision of the Penal Code and restrictive 
legislation should be undertaken, establishing 
more severe penalties for infringements in 
the professional field.” 

The Conference emphasized professional 
relations with groups of mutual interest in 
the field of public health and resolved to pre- 
sent in 1961 a Congress dealing with subjects 
related to professional practice. This Congress 
will be held in Buenos Aires. 

Juan Chaneles, C.D. 


International News in General 


CANADIAN DENTISTS SUGGEST 
NEW DENTAL AUXILIARY 


Saskatchewan dentists have recommended that 
a new type of dental auxiliary be trained to 
take over some of the technical operations and 
technical parts of operations now performed 
by the dentist. The recommendation was one of 
eight made by the College of Dental Surgeons 
to a governmental committee investigating 
health care programs in the Canadian prov- 
ince. The College is the official dental licens- 
ing body of the province and supervises the 
ethical and professional conduct of all dentists 
registered in Saskatchewan. 

Specific duties were not mentioned in the 
report. The report stated that in the interest 
of public safety, experimental studies are 
essential before the duties of auxiliaries can 
be satisfactorily. delineated. It also noted that 
the universities of Alberta and Manitoba are 
now engaged in pilot programs of this type. 

Saskatchewan has 5,000 persons for each 
practicing dentist, and in the past decade the 
population has increased 9 per cent while 
the number of dentists has dropped 7 per cent. 

Other recommendations made in the report 
include dental recruitment programs and 
scholarships, building of a new dental school, 
more dental services in hospitals, and fluorida- 
tion of water supplies. 


F.D.I. MEETS JULY 9-14 
IN HELSINKI, FINLAND 


Helsinki, Finland, will be the scene of the 
forty-ninth annual session of the Fédération 
Dentaire Internationale, July 9-14. Scientific 
reports will cover the general topics of local 
and general anesthesia in dentistry, pain—its 
physiology and pathology, and fixed bridge- 
work for anterior teeth. These reports will be 
simultaneously translated into French, Ger- 
man, and English. Included in the scientific 
program will be table clinics, lectures, and a 
film program. 

The social program will consist of fashion 
shows, visits to industries, cruises, and tours 
of Helsinki and the surrounding countryside. 
Postcongress tours varying from three to eight 
days will be arranged to interesting parts of 
Finland. 

Enrollment and hotel reservation forms can 
be obtained from G. H. Leatherman, Secre- 
tary General, Fédération Dentaire Interna- 
tionale, 35 Devonshire Place, London, W.1, 
England. 


CONGRESS TO MEET IN PERU, 
OCCLUSION CENTRAL THEME 


The Fifth National Dental Congress and the 
First International Congress of Stomatology of 


L 
: 
t 


INTERNATIONAL DENTISTRY. . 


Peru will meet in Lima, Nov. 5-11, 1961. The 
central theme will be occlusion and occlusal 
equilibration. 

Both events are being organized by the 
Academy of Stomatology in cooperation with 
all the dental societies of Peru, under the 
auspices of the Peruvian government and the 
Faculty of Dentistry, National University of 
San Marcos. 

The program has been divided into four 
sections: social dentistry, science and technic 
in dentistry, university teaching in odonto- 
stomatology, and trade union aspects. 

Further information can be obtained from 
the President, Dr. Arturo Rojas, Av. Pershing 
155, San Isidro, Lima, Peru. 


JOINT DENTAL CONGRESS 
SET FOR SASKATOON, CANADA 


The Canadian Dental Association and the 
Western Canada Dental Society will hold a 
joint convention in Saskatoon, Saskatchewan, 
June 4-7, 1961. Further information may be 
obtained by writing the secretary, Dr. N. F. 
Gropper, 704 Canada Bldg., Saskatoon, Sask. 


PUERTO RICO ORTHODONTISTS 
ELECT FIRST OFFICERS 


The Puerto Rico Orthodontists Association, 
recently organized, has elected its first slate 
of officers. They are: president, Lemuel de 
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Jésus; vice-president, Jaime de Jésus; secre- 
tary, Luis Toro; treasurer, Virgilio Fossas, and 
director, Ravl Acevedo. 


CZECILOSLOVAKIAN DENTISTS 
TO HOLD SECOND CONGRESS 


Stomatologists in Czechoslovakia will hold their 
Second International Congress, September 12- 
15, 1961, in Maridnské Lazné (Marienbad). 
One section of the program, organized by 
Jarmil Kostlan, will discuss caries research 
and diseases of the oral mucosa. The second 
section, on the teaching and organization of 
planned, systematic dental care, is being or- 
ganized by Véra Poncova. 

Those planning to attend should notify Dr. 
Kostlan or Dr. Poncova, Institute of Dental 
Research, Stalinova 48, Prague 2, Czechoslo- 
vakia, not later than July 1. Abstracts of pa- 
pers (not more than 250 words) should be 
sent by May 15, with typewritten manuscripts 
to be submitted by July 1. 


AUSTRALIAN DENTAL CONGRESS 
TO BE HELD IN SYDNEY 


The sixteenth Australian Dental Congress will 
be held in Sydney, New South Wales, Aug. 
14-18, 1961. A full scientific session and a 
social program are planned. Further details 
can be obtained from W. A. Grainger, 185 
Elizabeth St., Sydney, New South Wales, 
Australia. 
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George D. Dore, Jr., president of the Washington State Dental Association, is an oral surgeon 
in Seattle. He graduated from the Northwestern University Dental School in 1941. He holds 
membership in the following organizations: Northwest Society of Oral Surgeons, American 
Society of Oral Surgeons, Omicron Kappa Upsilon, Psi Omega, the American Legion, Reserve 
Officers Association, and the Washington Athletic Club, Seattle. Dr. Dore served as president 
of the Seattle District Dental Society in 1956, and as secretary of the state association in 1958. 
He is the author of a paper on tetracycline with glucosamine in oral surgery, which appeared 
in the May 1960 issue of Oral Surgery, Oral Medicine and Oral Pathology. Since 1949 Dr. Dore 
has served as clinical associate in the department of oral surgery, University of Washington 
School of Dentistry. Married, he is the father of two children—George D. Dore III, 16, and 
Kenneth B., 10. He was on active duty with the U.S. Army Dental Corps from 1942 to 1946. 
He is a lieutenant colonel in the U.S. Army Reserve Dental Corps, and serves as oral surgeon, 
50th General Hospital, U.S. Army Reserve. His special interests include the U.S. Army Reserve, 
and hunting. 


John Y. Kim, president of the Hawaii State Dental Association, is a general practitioner in 
Honolulu. He graduated from the School of Dentistry, University of Southern California, in 
1931. Dr. Kim served as secretary of the Hawaii County Dental Society in 1932 and as 
president of that organization in 1935. Married, he is the father of three children—Joyce, 25, 
Robert, 18, and Marilynn, 16. 


N. Buford Jones is president of the Georgia Dental Association. Dr. Jones attended Auburn 
University, Auburn, Ala., for three years, then studied at Emory University School of Dentistry. 
He received his D.D.S. degree in 1931. A general practitioner in Cordele, Dr. Jones is an 
associate member of the Chicago Dental Society, a member of the Southern Academy of Perio- 
dontology, and a Fellow of the American College of Dentists and the Pierre Fauchard Academy. 
He is a past president of the Central District Dental Society and a past chairman of the Macon 
Study Group. Dr. Jones is a member and steward of the Methodist Church, a York Rite and 
Scottish Rite Mason and a Shriner. He is a past chairman of the Cordele City Commission, a 
trustee of the Georgia Industrial Home for Children, and a member of the Cordele Country 
Club and Cordele Rotary Club. Married, Dr. Jones is the father of a son, N. Buford Jones III, 
a senior at the Emory University School of Dentistry. In 1958 Dr. Jones was chosen dentist of 
the year by his dental society and was awarded the H. H. Johnson trophy for service to organized 
dentistry. He is a member of Psi Omega fraternity and an honorable fellow of the Georgia 
Dental Association. 


George D. Dore, Jr. John Y. Kim N. Buford Jones 
Washington Hawaii Georgia 
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State Dental Association Presidents 


Oscar H. Hoffman, president of the North Dakota State Dental Association, is a general prac- 
titioner in Hannaford. Dr. Hoffman received his D.D.S. from Northwestern University Dental 
School in 1918. He is an associate member of the Chicago Dental Society and a life member 
of the American Dental Association. Dr. Hoffman has served his state association in many 
capacities, including treasurer, director, table clinics chairman and program chairman. Inter- 
ested in veterans’ affairs, he has been awarded gold life membership cards in both the American 
Legion and the 40 et 8. He has served as district commander of the American Legion, and as 
grand chef de gar for North Dakota and grand commissaire intendant of the 40 et 8. He is 
president, 1960-1961, of the International War Veterans Alliance. From 1927 to 1942, Dr. 
Hoffman served as mayor of Hannaford. From 1920 to 1961 he has served as vice-president 
of the Griggs County Red Cross. He is a member of the Masonic Order and the Shrine. Dr. 
Hoffman is married and the father of three children: Verne B., 23, Mrs. Ronald Rose, and 
Dr. Larry K. Hoffman, a dentist in Jamestown, N.D. Dr. Hoffman is interested in gardening, 
farming, hunting, fishing and traveling. He has visited every state in the Union and most of 
the provinces of Canada. 


Prescott E. Smith, a New Orleans orthodontist, is the president of the Louisiana Dental Asso- 
ciation. Dr. Smith received a D.D.S. degree from Loyola University (New Orleans) College 
of Dentistry in 1929. He is a past president of the New Orleans Dental Association, a past 
chairman of the New Orleans Dental Conference, president-elect of the Southern Society of 
Orthodontists and a member of the American Association of Orthodontists. A Fellow of the 
American College of Dentists, Dr. Smith also holds membership in the Omicron Kappa Upsilon 
fraternity, the New Orleans Chamber of Commerce and the Rotary Club. From 1933 to 1960 
he served as associate professor of orthodontics at his alma mater. He is married and the father 
of six children: Prescott E., Jr., 20; Imogene, 19; Jack, 17; Russell, 16; Lydia, 12, and Patsy, 8. 
His hobbies are golf, photography and boat building. 


Frank T. Scanlon, a general practitioner in Tucson, is president of the Arizona State Dental 
Association. Dr. Scanlon received an A.B. from Princeton University in 1937 and a D.D.S. 
degree from the University of Tennessee College of Dentistry in 1943. He has served as secretary, 
vice-president and president of the Southern Arizona Dental Society, and as trustee of the state 
association. Dr. Scanlon is a member of the Rotary Club, Tucson Community Council, Prince- 
ton Club of Tucson and the local chamber of commerce. He is the father of three children— 
Peggy, 16, Taylor, 13, and Becky, 11. His chief hobbies are golf, painting and fishing. 


Oscar H. Hoffman Prescott E. Smith Frank T. Scanlon 
North Dakota Louisiana Arizona 
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A multiple tooth fixed bridge with a 
single unit cast backing and acrylic resin 
facings has many advantages and is easy 
to construct. The technic for construction 
is as follows: 


1. Prepared abutments are placed, unce- 
mented, on the abutment teeth. An alginate 
or colloidal impression is taken from which 
an investment compound model is prepared. 
A stone model of the opposing teeth is con- 
structed and the two models are mounted on 
an articulator. Both models are coated with a 
thin layer of petroleum jelly. 


2. A plaster cast is made of the edentulous 
ridge, the labial surface of the ridge and the 
labial surface of the abutment teeth. 


3. The plaster cast bears the impression of 
the opposing teeth. 


4. After the cast has set, it is removed from 
the model and, for a lower anterior bridge, its 
lingual surface is relieved to within 2 mm. of 
the lingual surface of the tips of the upper 
teeth. For an upper anterior bridge, the lingual 
surface of the cast is relieved to within 2 mm. 
of the labial surface of the tips of the lower 
teeth. 

The shape of cach backing is outlined with 
a pencil on the surface of the cast and then 
engraved in the plaster with a sharp instru- 
ment. 

5. A strip of wax 0.5 mm. in thickness is 
adapted to the cast, covering the entire 
edentulous area. 


6. The waxed stripped area is covered with 
investment compound. 


Fixed bridge work with one 


and acrylic resin facings 


A. H. Tamarin, D.D.S., Chicago 


cast backings 


7. The investment compound, with the wax 
strip in position is removed from the cast. 

8. The two ends of a wax wire 0.5 mm. in 
thickness are attached in the form of an 
elongated loop to each wax backing. 

9. Wax sprues are attached to the gingival 
aspect of each wax loop and formed into one 
common sprue. 

10. The pattern is invested, cast in hard 
gold and the sprues removed. 

11. The cast gold backing is placed in posi- 
tion on the model, invested and soldered to the 
abutments. 

12. The gold skeleton is cleaned, polished 
and inserted in the patient’s mouth. An im- 
pression is taken from which models are made 
and articulated. 

13. The labial surface of the backing is 
covered with an opaque quick-setting plastic 
and wax. Facings are carved in the wax. The 
gold skeleton with the wax facings is removed 
from the model, invested and processed with 
acrylic resin. 

14. The facings are polished and the bridge 
is ready for insertion in the mouth. 


CONCLUSION 


The casting in one piece of multiple 
backings eliminates the grinding, fitting, 
aligning and soldering of the several 
backings into one unit. Also, it provides 
better adaptation and anchorage for 
acrylic facings. 

25 East Washington Boulevard 
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THE HEALTH OF PEOPLE WHO WORK 


By Albert Q. Maisel. 268 pages. Index. 
$4.50. New York, National Health Coun- 
cil, 1960. 


The 1959 National Health Forum constituted 
a substantial and balanced effort by leaders 
in industry, labor and government with their 
colleagues in voluntary, professional and public 
health agencies to examine together the health 
of people who work. This book is a report of 
this health forum compiled by Albert Q. 
Maisel from the enormous volume of formal 
papers presented, and informal discussions 
recorded. 

According to the preface “The collective 
viewpoint on occupational health expressed in 
this book has been developed from contribu- 
tions of foremost authorities in every phase 
of occupational health including: policy-mak- 
ing executives and medical directors of large 
and small plants; industrial physicians; pro- 
fessors of medicine and public health; psy- 
chiatrists; psychologists; nursing directors; 
public health officials; labor leaders; directors 
of voluntary agencies; health educators; sani- 
tary and safety engineers, and insurance ex- 
perts ...” 

The entire area of occupational health is 
carefully examined and evaluated with con- 
siderable space being spent on the means for 
bringing effective industrial health services to 
plants employing fewer than 500 workers. 
Some of the discussions involve the working 
environment in the plant, the living in the 
community surrounding the plant and the 
effect on the health of the worker of such 
factors as health education, health insurance 
and other fringe benefits, placement of workers 
in relation to physical and emotional capac- 
ities, the emotional problems of workers and 
the preparation of the worker for retirement. 

The editor has done an admirable job of re- 
ducing a mass of detailed information to sound 
practical generalities through which are scat- 


tered quotations from the original papers that 
preserve the shade of meaning intended by 
the conference participant. Although little of 
the material presented is new, it is so organ- 
ized that it will appear to be new to many 
who are not acquainted with the total indus- 
trial health program. At the same time, the 
standard practices are presented with a fresh- 
ness of style that improves their acceptability. 
Since this is the report of papers and dis- 
cussions there are no illustrations or tabula- 
tions, but the appendixes include some sources 
of help on occupational health and a list of 
the participants in the 1959 National Health 
Forum which makes reference for further in- 
formation on specific details quite easy. 

The Health of People Who Work should be 
in the library of all industrial health service 
departments and particularly in the administra- 
tive offices of all industries that have no in- 
dustrial health service program. It will serve 
as a sound reference book of acceptable prac- 
tices. Donald A. Dukelow 


YEAR BOOK OF DENTISTRY: 
1959-1960 sERIES 


Edited by Stanley D. Tylman, Donald A. 
Keys, John W. Knutson, Harold J. Noyes, 
Hamilton B. G. Robinson and Carl W. 
Waldron. 479 pages with illustrations. 
Subject and author indexes. $7.50. Chi- 
cago, Year Book Publishers, Inc., 1960. 


Since 1936 the publishers have issued annually 
a Year Book of Dentistry, directed chiefly to 


the general practitioner of dentistry. Al- 
though the editors have changed over the 
years, the quality of the reviews has been 
consistently high. The reviews often are ac- 
companied by comments by one or more edi- 
tors. The current volume contains the follow- 
ing sections: diagnosis; endodontics, perio- 
dontics, oral medicine; caries and hard tissue 
lesions; public health; orthodontics; surgery 
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and related pathology, and restorative and 
prosthetic dentistry. 

The reader is given a broad résumé of the 
progress and developments in various fields of 
dentistry in the past year, as reflected in den- 
tal periodical literature, particularly in jour- 
nals in the English language. The many illus- 
trations are adequate in size and well chosen 
to portray the major points in the original 
articles. The time lag between the .ppearance 
of the original articles and that of the review 
in this volume ranges from 10 to 27 months. 

As with previous editions, the editors have 
favored the selection of articles with practical 
clinical application. The expanding volume of 
dental research is but faintly reflected in this 
book, but the general practitioner will find 
much here to interest and instruct him. 

The body type is large and readable, the 
indexes are helpful, and the format and bind- 
ing are attractive. N. C. Hudson 


TRAUMATISMES ACCIDENTELS EN 
STOMATOLOGIE—-MASSIF FACIAL ET 
INCISIVES SUPERIEURS 


292 pages with illustrations. Paris, France, 
Masson et Cie, 1959. 


This volume contains the essays presented by 
Maronneaud, Peri, Crépy, Lachard, Grazide, 
Bouyssou, Clauzade and Peyre at the XVIth 
Congrés de Stomatologie held in Paris, October 
5-10, 1959. It is divided in two parts: (1) 
traumatic lesions of the upper part of the face 
caused by automobile accidents, and (2) acci- 
dental traumatism of the upper incisors. The 
hook contains many drawings, graphs, photo- 
graphs, microphotographs and a very elaborate 
bibliography. 

The volume is concerned with traumatism 
of the bones of the superior part of the face 
and lesions of the soft tissues and the sensory 
organs in relation with these structures, and 
fractures, contusions, luxations, subluxations, 
cracking of the upper incisor teeth—deciduous 
and permanent, and traumatism affecting tooth 
buds and soft tissues (periodontal membrane, 
gingiva). 

Discussion of bone and teeth fractures is 
presented in the following sequence: causes, 
mechanism, clinical and anatomic features, as- 
sociated lesions, clinical and roentgenographic 
diagnosis, emergency treatment, secondary 
treatment, complications, sequelae and their 
treatment and results. 

All these reports together form a unit and 
cover clearly and fully the subject of fractures 
of bones of the face and of the incisor teeth; 
they synthesize the methods of examination 
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and treatment. They are written clearly and 
simply. Their value resides in their exact limi- 
tation and their completeness. Because of their 
anatomical review, they are especially written 
for dental students who wish to learn about 
the subject. The book also is of great interest 
to the practitioners familiar with the treat- 
ment of fractures and to those—and there are 
many—who come across cases of fractures of 
incisors; the book furnishes practical informa- 
tion regarding diagnosis and treatment. 
Gerard de Montigny 


ESSENTIALS OF HEALTHIER LIVING 


By Justus J. Schifferes. 335 pages. Index. 
$5.50. New York, John Wiley & Sons, 
Inc., 1960. 


Although the author identifies this volume as 
a college health text, it undoubtedly is suitable 
for recommendation by dentists and physicians 
to their patients at any and all educational 
levels. The language is simple—although 
occasionally somewhat on the condescending 
side—and the presentations sound. 

After a first-chapter orientation, the mate- 
rial is divided into five principal sections. The 
first contains five chapters under the heading 
of personal health. Next are family living, 
mental health, and individual and community 
health hazards. In the final section, community 
health, there are chapters on governmental 
and voluntary health agencies, health insur- 
ance, and, finally, what the author considers 
to be our major future health problems. 

There is reasonably good attention paid to 
care of the teeth in the section dealing with 
personal health. The situation with regard 
to fluoridation is approached somewhat nega- 
tively—or perhaps it should be described as 
diffidently—without any explanation of what 
the author describes as public objection, and, 
unfortunately, without mention of the fact 
that the procedure has been approved by 
virtually all important public health agencies. 

Nevertheless, this is an excellent general 
presentation. Instruction is facilitated by use 
of summary review questions after each chap- 
ter, and there are suggestions regarding more 
detailed investigations for those who are inter- 
ested. There are six “special exercises” in 
which real-life situations are presented for 
analysis. 

In an appendix, there is an alphabetical list 
of conditions, some being discussed, the reader 
being referred to the text for information 
about others. ‘First Aid Condensed” comprises 
another appendix, and a final appendix pro- 
vides specific book references for each chap- 
ter. The book is well illustrated. W. W. Bolton 
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A DICTIONARY FOR MEDICAL SECRETARIES 


By Isabel Alice Stanton. 175 pages. $6.50 
Springfield, Charles C Thomas, 1960. 


This is a concise and condensed reference 
book, designed to supplement the standard 
medical dictionaries, and so arranged as to 
be extremely helpful to inexperienced as well 
as trained secretaries. It includes diseases, 
drugs (generic as well as proprietary terms), 
surgical instruments and operations, laboratory 
tests, anatomical terms and synonyms well 
cross-indexed. 

Pronunciation, plural forms, hyphenation, 
prefixes and suffixes are given. An encyclo- 
pedic type of information, in some cases, is 
offered. For example, under “epilepsy,” four 
different forms of the disease are defined. 
Under “iodine,” the concise discussion of the 
various tests using this element would cer- 
tainly help the inexperienced typist taking 
dictation on a case of this sort. 

One appendix includes a list of words that 
sound alike on a dictaphone, for instance, or 
look alike in a rather illegible handwriting, 
but should not be confused, comparing such 
terms as dilation and dilatation, hydroma and 
hygroma, and so on. Another appendix lists 
instruments. A list of “Books of Interest,” 
which concludes the book, seems to be selected 
with no particular purpose in mind, but might 
offer basic reading in some phases of medicine. 

This is a useful item for any medical secre- 
tary or typist, but certainly should not be con- 
sidered a substitute for Dorland or Gould or 
Stedman. Otilia Goode 


PRECIS DE STOMATOLOGIE 


By Michel Dechaume. 957 pages with 
279 illustrations. 5,600 Fr. Paris, Masson 
& Co., 1959. 


This is the third edition of the book by a well 
known French author. It deals largely with 
oral diseases, from those of the mucosa and the 
teeth to oral manifestations of systemic dis- 
eases and others. 

Each entity is presented with the usual ap- 
proaches; the section on etiology and patho- 
genesis lists all factors and theories and also 
a thorough analysis in problems such as caries; 
pathology is presented from the viewpoint of 
the clinician and practitioner, and prophylaxis 
and treatment are discussed by principles and 
indications, not technical details. 

Many chapters—for example, those on the 
pathology of the dentition, cellulitis, focal in- 
fection and related phenomena—contain de- 
tailed clinical studies seldom found in other 
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books. Among the dental dystrophies are in- 
cluded some concepts which are a specialty 
of the French literature. 

Readers may not agree with some of 
Dechaume’s concepts; for example, classifica- 
tion of tumors, and etiology and classification 
of caries. Nevertheless, it is stimulating to 
read about the caries problem from a view- 
point different from the one we may take too 
much for granted. 

Dechaume does not seek originality in his 
book and often reproduces classics and recent 
works which he considers up to date. Written 
in French, this book is unusual not only for 
some of its theories but also by its arrange- 
ment and condensed style which avoids the 
poetical and flowery language of some authors. 


Paul Geoffrion 


ORAL PATHOLOGY FOR HYGIENISTS 


By Donald A. Kerr and Major M. 
Ash, Jr. 205 pages with 151 illustrations. 
Index. $6. Philadelphia, Lea & Febiger, 
1960. 


The stated purpose of this book is to provide 
the practicing hygienist and the student of 
dental hygiene with a simple and understand- 
able account of the processes of disease and 
to provide the essential background for the 
recognition and prevention of diseases within 
the scope and responsibility of the dental 
hygienist. 

This book, consisting of 11 chapters, is 
well written and illustrated. It covers ade- 
quately the material essential for the under- 
standing of the principles of both general and 
oral pathology with relation to specific dis- 
eases. Starting with an introduction in which 
the cellular basis of life and disease is dis- 
cussed, the various chapters cover such topics 
as the causes and mechanisms of disease, re- 
action to injury, retrogressive changes and dis- 
turbances of metabolism, developmental dis- 
turbances, stains and accretions, dental caries, 
diseases of pulp and sequelae, periodontal 
disease, stomatitis, and neoplasia. In all of the 
chapters, the material is presented in a pre- 
cise, well-coordinated, and comprehensive 
manner. 

This book should stimulate an interest in 
pathology and provide an adequate founda- 
tion for its appreciation in clinical practice. 
It is easy to read in both style and type and 
is printed on good quality paper. It is highly 
recommended for both the student enrolled in 
a dental hygiene program and the hygienist in 
practice. Kenneth E. Nowlan 
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BUREAU OF MEMBERSHIP RECORDS 


Moyer, Robert B., Mansfield, Ohio; Ohio 
State University College of Dentistry, 1931; 
died September 27; age 63. 

Muehlmeier, Amandus H., Middleton, Wis.; 
Marquette University School of Dentistry, 
1924; died April 1; age 65. 

Muir, William M., Gowanda, N. Y.; Univer- 
sity of Buffalo School of Dentistry, 1919; 
died July 18; age 65. 

Myers, Kauffman L., Wakarusa, Ind.; North- 
western University Dental School, 1893; 
died March 8; age 97. 

Nelson, Carl M., Allen Park, Mich.; Univer- 
sity of Michigan School of Dentistry, 1932; 
died August 20; age 55. 

Nelson, Nels E., Seattle; North Pacific College 
of Oregon School of Dentistry, 1926; died 
July 10; age 64. 

Nesbit, Bruce S., Sunbury, Pa.; University of 
Pennsylvania School of Dentistry, 1911; 
died August; age 77. 

Newman, Meyer G., Los Angeles; Kansas 
City-Western Dental College, 1925; died 
August 16; age 66. 

Nichols, Harold J., Des Moines, Iowa; Uni- 
versity of Iowa College of Dentistry, 1910; 
died May 14; age 70. 

Nichols, Harold R., Detroit; University of 
Michigan School of Dentistry, 1924; died 
July 28; age 61. 

Nugent, William H., Fort Worth, Texas; 
Western Dental College, 1901; died June 
22; age 83. 

Nyquist, Albion, Richardson, Texas; Univer- 
sity of Michigan School of Dentistry, 1915; 
died February 11, age 67. 

O’Brien, Leonard J., Syracuse, N. Y.; Univer- 
sity of Buffalo School of Dentistry, 1918; 
died June 4; age 66. 

Ochs, Frank A., Belleville, Ill.; St. Louis 
University School of Dentistry, 1919; died 
August 13; age 62. 


Olson, Arent H., St. Paul; University of 
Minnesota School of Dentistry, 1911; died 
June 5; age 73. 

Orban, Balint, Denver; Northwestern Univer- 
sity Dental School, 1938; died June 1; age 
61. 

Owen, William F., Quitman, Miss.; Atlanta 
Dental College, 1905; died May 6; age 77. 

Parish, John T., Reinbeck, Iowa; University 
of Iowa College of Dentistry, 1909; died 
August 10; age 83. 

Parks, Harry F., Jackson, Mich.; University 
of Michigan School of Dentistry, 1908; 
died June 3; age 78. 

Patterson, Jesse, Searcy, Ark.; St. Louis Uni- 
versity School of Dentistry, 1917; died May 
30; age 68. 

Patton, Charles O., El Paso, Ill.; Chicago 
College of Dental Surgery, 1893; died May 
16; age 87. 

Payne, H. Harvey, Atlanta, Ga.; Southern 
Dental College, 1917; died September 21; 
age 65. 

Peairs, John S., McKeesport, Pa.; Pittsburgh 
Dental College Western University of Penn- 
sylvania, 1900; died February 11; age 84. 

Pease, Charles E., Franklin, Ind.; Indiana 
Dental College, 1907; died May 14; age 
78. 

Pendleton, Elbert C., Chicago; Chicago Col- 
lege of Dental Surgery, 1907; died July 15; 
age 78. 

Penniwell, Fred H., Des Moines, Iowa; Uni- 
versity of Iowa College of Dentistry, 1908; 
died May 31; age 74. 

Perin, Jr., Joseph A., Buckingham, Pa.; Uni- 
versity of Pennsylvania School of Dentistry, 
1919; died June 27; age 71. 

Perkins, David G., Rome, Ga.; Atlanta-South- 
ern Dental College, 1930; died August 30; 
age 57. 
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Peters, Arthur C., Cleveland; Western Reserve 
University School of Dentistry, 1925; died 
March 31; age 60. 

Peterson, Harold H., Fremont, Ohio; Ohio 
State University College of Dentistry, 1951; 
died August 4; age 47. 

Petta, Robert A., Fort Worth, Texas; Uni- 
versity of Texas Dental Branch, 1958; died 
September 15; age 25. 

Phelps, Browne T., Hopewell, Va.; Kansas 
City-Western Dental College, 1925; died 
April 28; age 70. 

Phelps, Walter S., Monmouth, IIl.; Chicago 
College of Dental Surgery, 1903; died Feb- 
ruary 20; age 79. 

Phillips, Harlan J., Wyoming, Ill.; Keokuk 
Dental College, 1908; died May 27; age 77. 

Phillips, Russell S., Brookline, Mass.; Harvard 
Dental School, 1917; died July 21; age 65. 

Pierson, Linus L., Watertown, Minn.; Uni- 
versity of Minnesota School of Dentistry, 
1917; died February 29; age 65. 

Pilcher, Lewis D., Petersburg, Va.; University 
College of Medicine Dental Department, 
1903; died September 24; age 79. 

Pitass, John F., Hamburg, N. Y.; University 
of Buffalo School of Dentistry, 1926; died 
August 26; age 59. 

Platt, Milton T., Brooklyn; College of Dental 
and Oral Surgery, 1919; died June 17; age 
62. 

Poehls, Louis G., Warren, Ind.; Indiana Den- 
tal College, 1910; died May 22; age 81. 
Polinger, Nathaniel L., New York; New York 
College of Dentistry, 1904; died February 

28; age 82. 

Polzer, Walter R., Eau Claire, Wis.; Mar- 
quette University School of Dentistry, 
1925; died July 14; age 57. 

Porterfield, James H., Plano, Texas; Baylor 
University College of Dentistry, 1936; died 
February 12; age 51. 

Poser, Carl R., Rocky River, Ohio; Western 
Reserve University School of Dentistry, 
1932; died May 25; age 52. 

Potashnik, Max, Chicago; Loyola University 
School of Dentistry, Chicago College of 
Dental Surgery, 1933; died May 20; age 49. 

Potvin, J. C. Zephir, Springfield, Mass.; died 
December 16; age 84. 

Pridgen, Dallas L., Fayetteville, N. C.; At- 
lanta-Southern Dental College, 1918; died 
September 30; age 65. 

Prusslin, Joseph L., Brooklyn; New York Col- 
lege of Dentistry, 1914; died September 1: 
age 68. 

Quinn, William J., Springfield, Mass. ; George- 
town University School of Dentistry, 1913; 
died June 11; age 69. 

Rabiner, Ella F., Brooklyn; College of Dental 
and Oral Surgery, 1916; died June 15; age 
63. 
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Raeder, Frank J., Harvard, Ill.; Northwestern 
University Dental School, 1930; died May 
3; age 56. 

Ralls, Robert L., Tulsa, Okla.; St. Louis Uni- 
versity School of Dentistry, 1921; died Sep- 
tember 15; age 68. 

Ralston, William G., Butler, Pa.; Ohio Med- 
ical University College of Dentistry, 1901; 
died June 10; age 83. 

Rand, Henry D., Painesville, Ohio; University 
of Minnesota School of Dentistry, 1909; 
died May 18; age 73. 

Rank, Frank L., Marion, Ind.; Indiana Dental 
College, 1914; died February 6; age 73. 
Rattner, Morris, New York; New York Col- 
lege of Dentistry, 1915; died July 18; age 

72. 

Raub, Howard W., Olean, N. Y.; University of 
Michigan School of Dentistry, 1919; died 
Mav 12; age 64. 

Raubitschek, Walter, New York; University of 
Pittsburgh School of Dentistry, 1945; died 
September 22; age 60. 

Ray, Harold G., San Francisco; Northwestern 
University Dental School, 1926; died July 
17; age 57. 

Rector, Charles E., Spirit Lake, Iowa; Chicago 
College of Dental Surgery, 1902; died May 
5; age 84. 

Reid, Thomas J., Milton, Mass.; Tufts Col- 
lege Dental School, 1919; died June 20; 
age 69. 

Reilly, William T., Dorchester, Mass.; died 
July 23; age 85. 

Renner, Warren F., Canton, Ohio; Western 
Reserve University School of Dentistry, 
1916; died July 26; age 66. 

Renno, Henry J., San Carlos, Calif.; North- 
western University Dental School, 1905; 
died May 16; age 84. 

Richner, Charles E., Cuyahoga Falls, Ohio; 
Ohio State University College of Dentistry, 
1931; died July 30; age 55. 

Richter, Camille B., Springfield, Ill.; Univer- 
sity of Illinois College of Dentistry, 1916; 
died September 14; age 66. 

Riggle, Jesse H., Newcomerstown, Ohio; died 
June 11; age 93. 

Risbeck, Lawrence H., Pittsburgh; University 
of Pittsburgh School of Dentistry, 1948; 
died July 21; age 35. 

Ritter, Samuel P., Englewood, N. J.; Medico- 
Chirurgical College of Philadelphia, 1910; 
died August 30; age 76. 

Ritter, Thomas J., Pittsburgh; Baltimore Col- 
lege of Dental Surgery, University of Mary- 
land, 1898; died January 13; age 89. 

Rivers, George F., Jr., Muscogee, Ga.; Me- 
harry Medical College School of Dentistry, 
1952; died May 13; age 46. 

Roberts, Castle K., Tulsa, Okla.; died August 
11; age 75. 
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Robertson, Chester J., Pelham Manor, N. Y.; 
University of Michigan School of Dentistry, 
1917; died September 6; age 63. 

Roemele, Theodore F., Louisville, Ky.; Louis- 
ville College of Dentistry, 1896; died June 
23; age 84. 

Rose, Harold G., ‘Tomahawk, Wis.; Chicago 
College of Dental Surgery, 1922; died 
August 10; age 62. 

Rose, John H., San Diego, Calif.; University 
of Denver School of Dentistry, 1899; died 
October 4; age 84. 

Rosenberg, Harry S., Meriden, Conn.; 
Medico-Chirurgical College of Philadel- 
phia, 1916; died July 9; age 66. 

Ross, William M., Cohasset, Mass.; Harvard 
Dental School, 1927; died September 3; 
age 59. 

Rossina, Wesley R., Arlington, Va.; North 
Pacific College of Oregon School of Den- 
tistry, 1936; died July 30; age 48. 

Rothkranz, William C., Daytona Beach, Fla.; 
New York Dental School, 1898; died April 
29; age 83. 

Roulier, Bernard S., Salem, Mass.; Tufts Col- 
lege Dental School, 1929; died July 11; 
age 55. 

Sanger, Frank W., South Orange, N. J.; Col- 
lege of Dental and Oral Surgery, 1905; died 
October 6; age 76. 

Schellig, Wesley E., Longwood, Fla.; Detroit 
College of Medicine, Department of Dental 
Surgery, 1907; died June 14; age 82. 

Schenker, Joseph D., Cleveland ; Indiana Uni- 
versity School of Dentistry, 1930; died April 
4; age 54. 

Schlesinger, Richard, Fairhaven, Mass.; Tufts 
College Dental School, 1949; died July 27; 
age 52. 

Schneberger, Cletus J., Clinton, Iowa; Uni- 
versity of Iowa College of Dentistry, 1938; 
died June 11; age 45. 

Schoen, Joseph, Brooklyn; College of Dental 
and Oral Surgery, 1916; died May 28; age 
64. 

Schofield, David L., Miami Springs, Fla.; 
Baltimore College of Dental Surgery, Uni- 
versity of Maryland, 1959; died July 13; 
age 25. 

Schofield, Herbert S., Kankakee, Ill.; North- 
western University Dental School, 1904; 
died August 29; age 78. 

Schooley, Harry L., Williamsport, Pa.; Penn- 
sylvania College of Dental Surgery, 1897; 
died March 3; age 82. 

Schor, Martin M., Albany, N. Y.; New York 
College of Dentistry, 1923; died July 11; 
age 60. 

Schulte, Clibourn H., Jefferson City, Mo.; 
St. Louis University School of Dentistry, 
1927; died September 19; age 57. 
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Schumacher, Frederick, San Jose, Calif.; died 
May 4; age 87. 

Schwartz, Melville M., Hollywood, Calif.; 
University of Southern California School 
of Dentistry, 1945; died August 7; age 41. 

Scola, Joseph P., Mount Vernon, N. Y.; Uni- 
versity of Pennsylvania School of Dentistry, 
1925; died May 27; age 59. 

Seigel, Herbert, Hutsonville, Ill.; St. Louis 
University School of Dentistry, 1929; died 
July 30; age 56. 

Serles, Marwin C., Chicago; Chicago College 
of Dental Surgery, 1917; died March 17; 
age 69. 

Serwe, Rudolph J., Santa Cruz, Calif.; North- 
western University Dental School, 1900; 
died June 7; age 81. 

Sexauer, Paul C., Mamaroneck, N. Y.; Colum- 
bia University School of Dental and Oral 
Surgery, 1940; died July 14; age 65. 

Shade, Elden C., Takoma Park, Md.; Colum- 
bian University Dental Department, 1898; 
died August 10; age 85. 

Shaftan, Theodore, New York; College of 
Dental and Oral Surgery, 1919; died 
August 29; age 71. 

Shaw, Wallace F., Westfield, Mass.; Phila- 
delphia Dental College, 1895; died June 3; 
age 90. 

Shay, William G., Beacon, N. Y.; University 
of Illinois College of Dentistry, 1914; died 
August 21; age 67. 

Shelden, Eugene L., Northampton, Mass.; 
Philadelphia Dental College, 1902; died 
August 11; age 87. 

Sherman, Charles W., Montgomery, Ala.; 
Emory University School of Dentistry, 1950; 
died July 12; age 41. 

Shiels, Guy J., Baraboo, Wis.; Northwestern 
University Dental School, 1903; died July 
30; age 81. 

Shipstead, Henrik, Alexandria, Minn.; North- 
western University Dental School, 1903; 
died June 26; age 79. 

Shipstead, Samuel C., Brooten, Minn.; North- 
western University Dental School, 1910; 
died July 10; age 77. 

Shoemaker, Edward C., Tyrone, Pa.; Pitts- 
burgh Dental College Western University 
of Pennsylvania, 1904; died May 5; age 79. 

Shottenhamer, Cyril A., San Jose, Calif.; 
University of California College of Den- 
tistry, 1919; died September 25; age 65. 

Shumard, Ernest C., Coalinga, Calif.; Uni- 
versity of California College of Dentistry, 
1906; died May 6; age 80. 

Silberstein, Jacob, Philadelphia; Medico-Chi- 
rurgical College of Philadelphia, 1911; died 
May 6; age 76. 

Silver, Jack H., Los Angeles; University of 
Southern California School of Dentistry, 
1922; died August 21; age 61. 
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SPECIAL OFFER 


TO THE DENTAL PROFESSION 


COMBINATION OF: 
12 Nylon Straight-Line Design 
Children’s Brushes 


$1.60 per dozen 
3 doz. 


12 Tubes of Professional Size, minimum order 


.63 ounces, Kolynos Toothpaste 


Mothers will appreciate your _ the youngsters will like the idea 
thoughtfulness in giving their _ of receiving a ‘gift’ from you—a 
children one of these first-line gift which will also furnish an 
quality toothbrushes with atube —_ added inducement to more thor- 
of tasty Kolynos Toothpaste.And —_ ough and faithful brushing. 


%& Order today in quantities Kolynos — accepted for ad- 


of 3 doz. or in gross lots. Dept. JK, we 
vertising by the American 


22 E. 40th St., New York 16, N.Y. Dental Association 
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MEETINGS OF THE AMERICAN DENTAL ASSOCIATION 


One-Hundred and Second Annual Session 


One-Hundred and Third Annual Session 


One-Hundred and Fourth Annual Session 


One-Hundred and Fifth Annual Session 


One-Hundred and Sixth Annual Session 


Stale 


Alabama 
Alaska 
Arizona 
Arkansas 
California 

S. California 
Colorado 
Connecticut 
Delaware 
Dist. of Columbia 
Florida 
Georgia 
Hawaii 
Idaho 
Ilinois 
Indiana 
lowa 

Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 


October 16-19, 1961 Philadelphia 


October 29-November 1, 1962 Miami Beach, Fla. 
October 14-17, 1963 Atlantic City, N.J. 
November 9-12, 1964 San Francisco 


1965 Las Vegas, Nev. 


MEETINGS OF CONSTITUENT SOCIETIES 


Date 

Apr. 24-26 
July 10-12 
Apr. 12-15 
Apr. 9-12 
Apr. 16-19 
Apr. 24-26 
Oct. 1-4 
May 10, 11 
June 9, 10 


May 21-24 
Oct. 1-4 
June 18-22 
Sept. 4-6 
May 8-10 
May 14-17 
May 1-3 
May 7-9 
Apr. 9-12 
May 5-7 
June 15-17 
May 7-10 
Apr. 30-May 3 
Apr. 10-12 


Place 

Mobile 
Anchorage 
Phoenix 

Little Rock 

San Francisco 
Los Angeles 
Colorado Springs 
Hartford 
Wilmington 


Miami Beach 
Atlanta 
Honolulu 
Sun Valley 
Peoria 
Indianapolis 


Des Moines 


Kansas City, Mo. 


Louisville 
Lafayette 
Rockland 
Baltimore 
Boston 
Detroit 


Secretary and Address 


C. R. Crook, Professional Center, Montgomery 

W. E. Alexander, 406 G St., Anchorage 

J. F. Vaughn, 2727 N. Central Ave., Phoenix 

D. M. Hamm, Box 89, Clarksville 

W. J. Healy, 518 Sutter St., San Francisco 2 

J. H. Thomason, 903 Crenshaw Blvd., Los Angeles 19 

G. H. Siersma, 903 Republic Bldg., Denver 2 

E. S. Arnold, 37 Linnard Rd., W. Hartford 

W. W. Flanagan, Jr., 309 S. State, Dover 

B. D. Mattox, 1835 Eye St., N.W., Washington 6 

<. M. Farber, 518 Tampa St., Tampa 

*. M. Butler, Jr., 307 Southern United Bidg., Macon 
. H. Dawe, 291 Alexander Young Bldg., Honolulu 13 
. L. Nissen, 401 Idaho St. Boise 

. W. Clopper, 632 Jefferson Bldg., Peoria 

*. L. Howell, 1012 Hume Mansur Bldg., Indianapolis 4 
. N. Hake, 639 Insurance Exchange Bldg., Des Moines 9 
*. A. Richmond, Brotherhood Bldg., Kansas City 1 
. B. Coxwell, Jr., 2208 Dundee Rd., Louisville 5 

J. S. Bernhard, 231 Atkins Ave., Shreveport 26 

S. M. Gower, 6 Coburn Ave., Skowhegan 

W. Schunick, 19 Medical Arts Bldg., Baltimore 1 

H. E. Tingley, 227 Commonwealth Ave., Boston 

F. Wertheimer, Michigan Dept. of Health, Lansing 
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NOW in 2 


DOSAGE FORMS... 


LIQUID 


RIDIUM = 
Especially convenient when administering the fluoride ion to Seo con 
infants. Each 8 drops — in formula, water, fruit juice, etc. Sabo 
— yields 1 mg. fluoride ion, each 4 drops 1/2 mg. etc. 


Dosage easily adjusted for those areas having some natural 
fluoride in the water. 


TABLETS 


Each tablet yields 1 mg. fluoride ion. Completely soluble. In 2 oz. unbreakable, spill- 
Tablets may be more convenient than pediatric drops for proof polyethylene bottles 
older children. with built-in dropper. Yields 
Usual Rx where water is substantially devoid of fluoride, approximately 118 mgs. 
(3 p.p.m. or less) 1 tablet per day. From .3 p.p.m. to fluoride ion. 
.7 p.p.m., 1 tablet every other day. 


USE EITHER FOR THE SYSTEMIC 
CONTROL OF DENTAL CARIES 


Remember, even though fluoridated water may be unavailable, 
the benefits of fluoride can be obtained through the conscien- 
tious use of fluoride throughout the period of tooth formation. 
A recent study by the National Institute of Dental Research 
compares the ingestion of daily fluoride tablets favorably (in 
the reduction of tooth decay) with the rate for children using 
fluoridated drinking water. The tablets did not appear to 
cause any cosmetically significant fluorosis. 


Karidium, as with all Rx items, should be kept out of reach 
of children. However, the patented composition of Karidium 
Tablets provides protection against accidental poisoning in 
that the combination of fluoride and the vehicle, sodium 
chloride. cause emesis when a large number of tablets are 
consumed. 


R KARIDIUM! 


Samples, literature and schedules are available to physicians 
and dentists from: 


The LORVIC. Corporation 
5553 EASTON AVENUE @ ST? LOUIS 12, MISSOURI, U.S.A. 
IN CANADA: _ PROFESSIONAL PHARMACEUTICAL CORP; MONTREAL 26, QUEBEC 
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“de 
1,000 tablets... 
tablet yielding ap- 


State 


Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 

New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Panama C. Z. 
Pennsylvania 
Puerto Rico 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 


Date 


Apr. 17-19 
June 25-28 
May 7-10 
May 4-6 
Apr. 24-26 
Apr. 30-May 2 
June 18-20 
May 14-17 
May 10-13 
May 15-17 
May 14-17 
Sept. 17-19 
Nov. 5-8 
Apr. 23-26 


18, 19 


14 
7-10 
14-16 
14-18 
Apr. 30-May 3 


Place 


Minneapolis 
Biloxi 
Kansas City 
Great Falls 
Lincoln 

Las Vegas 
Whitefield 
Atlantic City 
Albuquerque 
Syracuse 
Pinehurst 
Fargo 
Columbus 


Tulsa 


Hershey 


Providence 
Columbia 
Aberdeen 
Gatlinburg 


Houston 


Secretary and Address 


C. V. E. Cassel, 2236 Marshall Ave., St. Paul 4W 
M. C. O'Keefe, Medical Arts Bldg., Jackson 2 


E. D. Suggett, Merchants Bank Bldg., Jefferson City 


R. 
F. A. Pierson, Federal Securities Bldg., Lincoln 
O. M. Seifert, 821 Ryland Ave., Reno 

F. E 


J. G. Carr, 407 Cooper St., Camden 2 


Ritter, 1236 N. 28th St., Billings 


Williams, 517 Milton St., Manchester 


E. P. Purtell, 2917 Santa Cruz Ave., S.E., Albuquerque 


C. A. Wilkie, 268 Ashland PI., Brooklyn 17 
S. B. Towler, P.O. Box 11065, Raleigh 
D. R. Perry, Box 866, Bismarck 


E. G. Jones, 185 E. State St., Columbus 


W. C. Hopkins, 210 Plaza Court Bldg., Oklahoma City 


T. D. Holder, Selling Bidg., Portland 

H. L. Mertz, Jr., P.O. Box 1417, Balboa 

I. Sissman, 217 State St., Harrisburg 

R. Gonzalez R., Box 10452, Caparra Heights 

E. Z. Radlo, 901 Union Trust Bldg., Providence 


J 


R.E 


E. Wallace, 1506 Gregg St., Columbia 


Decker, 2909 Poplar Dr., Sioux Falls 


K. P. Ezell, 210 23rd Ave., N., Nashville 5 


( 


. A. McMurray, 3707 Gaston Ave., Dallas 10 


Utah May 18-20 Salt Lake City R. C. Dalgleish, 1554 Princeton Ave., Salt Lake City 


Vermont 
Virginia 
Washington 
West Virginia 


Wisconsin 
Wyoming 


June 22-24 


Apr. 30-May 3 


July 23-26 


Apr. 24-26 
June 15-17 


Vergennes 
Roanoke 


White Sulphur 
Springs 


Milwaukee 


Laramie 


E. C. Woods, 128 Merchants Row, Rutland 


M. E. Henderson, Shenandoah Bldg., Roanoke 11 


R. V. Tucker, 417 Grosvenor House, 500 Wall St., Seattle 1 


P. H. Loflin, 109 E. Main St., Beckley 


C. J. Baumann, Jr., 


T. J. Drew, State Office Bldg., Cheyenne 


MEETINGS OF STATE BOARDS OF DENTAL EXAMINERS 


State 
Alabama 


Alaska 
Arizona 
Arkansas 
California 


Colorado 
Connecticut 


Delaware 
Dist. of Columbia 
Florida 


Georgia 


Date 


June 25-30* 
June 26t 


July 18-21*+ 
June 18 
June 18-23*+ 


June 12-17 
June 26-July 1 


June 18-24f 


June 18-20* 
June 20, 21+ 


June 19*+ 
June 20-22*} 


July 2-12* 
July 2, 3¢ 


May 29-31 


Place 


Birmingham 


Fairbanks 
Florence 
Little Rock 


San Francisco 
Los Angeles 


Bridgeport 
Philadelphia 
Wilmington 
Jacksonville 


Atlanta 


Secretary and Address 
W. L. Smith, 524 Chestnut St., Gadsden 
J. E. Miller, 1000 Fireweed Lane, Anchorage 


R. K. Trueblood, 107 E. 
G. Cone, 113 S. Pecan St., Osceola 


“A” Ave., Glendale 


T. R. Flinn, 1021 O St., Rm. A-597, Sacramento 14 


J. E. Cummings, 903 Republic Bldg., Denver 2 
M. J. Zazzaro, 99 Pratt St., Hartford 3 


J. F. Maguire, 1200 N. Van Buren St., Wilmington 


J. A. Madden, 1740 Massachusetts Ave., N.W., 
Washington 11 


R. P. Taylor, Jr., P.O. Box 2913, Jacksonville 3 


H. M. Robertson, 206 Donehoo St., Statesboro 


704 W. Wisconsin Ave., Milwaukee 
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You are cordially invited to attend 


Television Dental Clinics 


a live closed-circuit telecast presented by the 


University of Pennsylvania School of Dentistry 


in consultation with the American Dental Association 


April 26, 1961 


For the first time, postgraduate dental education will be brought to the profession nation- 
wide through the medium of live closed-circuit television. Outstanding practitioners and 
clinicians will present current findings . . . new and useful procedures for your practice. 


City 
Atlanta 
Baltimore 


Boston 

Bridgeport 

Buffalo 

Chicago (North) 
(South) 

Cincinnati 


Cleveland 
Columbus 
Dallas 
Denver 
Detroit 
Garden City (NY 
Houston 
Indianapolis 
Kansas City 
Los Angeles 
Louisville, Ky. 


Location 
Dinkler Piaza Hotel 
Sheraton-Belvedere 
Hotel 

Pilgrim Theater 
Stratfield Hotel 
Lafayette Hotel 
Uptown Theater 
Capitol Theater 
Netherland-Hilton 
Hotel 
Statler-Hilton Hotel 
Ohio State Museum 
Baker Hotel 
Cosmopolitan Hotel 
Cobo Hall 

) Garden City Hotel 
Rice Hotel 
Meridian Plaza Hotel 
President Hotel 
Hotel Biltmore 
Sheraton Hotel 


THE TELECAST WILL INCLUDE PRACTICAL CLINICS ON: 


The Management of the Edentulous Patient 
The Infrabony Pocket 


High Speed Instrumentation (from the University 
of Southern California) 


Root Resection 
Evaluation of Audio Analgesia 


Time 
9-10:30 p.m. 


9-10:30 p.m. 
9-10:30 p.m. 
9-10:30 p.m. 
9-10:30 p.m. 
8-9:30 p.m. 
8-9:30 p.m. 


9-10:30 p.m. 
9-10:30 p.m. 
9-10:30 p.m. 
8-9:30 p.m. 
7-8:30 p.m. 
9-10:30 p.m. 


9-10:30 p.m. 


8-9:30 p.m. 
9-10:30 p.m. 
8-9:30 p.m. 
6-7:30 p.m. 
8-9:30 p.m. 


You can see this unique telecast at any of the | ti 


City 
Memphis 
Miami 
Milwaukee 
Minneapolis 
Newark 

New Orleans 


New York City- 
Manhattan 
New York City- 

Brooklyn 
Pasadena 
Philadelphia 
Pittsburgh 
Portland 
St. Louis 
San Diego 
San Francisco 
Seattle 


Location 
King Cotton Hotel 
McAllister Hotel 
Pfister Hotel 
Radisson Hotel 
Essex House 
Sheraton-Charies 
Hotel 


Town Hall 


Academy of Music 
Pasadena Playhouse 
Town Hall 
Penn-Sheraton Hotel 
Multnomah Hotel 
Chase-Park Plaza Hotel 
San Diego Hotel 
Sheraton-Palace Hotel 


listed below: 


Time 
8-9:30 p.m. 
9-10:30 p.m. 
8-9:30 p.m. 
8-9:30 p.m. 
9-10:30 p.m. 


8-9:30 p.m. 
9-10:30 p.m. 


9-10:30 p.m. 
6-7:30 p.m. 
9-10:30 p.m. 
9-10:30 p.m. 
6-7:30 p.m. 
8-9:30 p.m. 
6-7:30 p.m. 
6-7:30 p.m. 


Olympic Western Hotel 6-7:30 p.m. 
Washington,D.C. Statler Hilton Hotel 


9-10:30 p.m. 


Television Dental Clinics is sponsored by Procter & Gamble, Division of Dental Research 
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State Date 4 Secretary and Addres 
Hawaii FF. S. Kagihara, 1644 S. King St.. Honolulu 
Idaho June : W. M. Smith, 305 Fort St., Boise 
Illinois RK. I. Humphrey, 185 N. Wabash Ave., Chicago 
Indiana June Indianapolis C. A. Frech, Gary National Bank Bldg., Gary 
flowa June 5-8*} lowa City P. A. Hahn, Farmers & Merchants Bank Blidg., Burlington 


Kansas June Kansas City, Windscheffel, Medical Arts Bldg., Smith Center 
Mo. 


Kentucky June 12-15*) Louisville J. J. Kelly, 102 W. Madison St., Franklin 
Louisiana \. R. deNux, 617 N. Monroe St., Marksville 
Maine June 19-21! \. H. Garcelon, 133 State St., Augusta 


Maryland June Baltimore F. J. Bryce, 303 Granville Dr., Silver Spring 
Massachusetts M. E. Sullivan, 33 State House, Boston 
Michigan June 7 Ann Arbor J. L. Champagne, 3714 W. McNichols Rd., Detroit 21 


Minnesota June 12- Minneapolis FE. A. Nelson, 2236 Marshall Ave., St. Paul 4W 
June 12, Minneapolis 


Mississippi June Jackson C. V. Pettey, Jr., Box 387, Magnolia 


Missouri June 5-7* Kansas City R. R. Rhoades, Central Trust Bldg., Jefferson City 
June 5 Kansas City 
June 12, 1: Kansas City 
June St. Louis 
June St. Louis 
June 12, 1. St. Louis 


Montana E. A. Cogley, Medical Arts Bidg., Great Falls 


Nebraska June 12-16 Lincoln H. E. Weber, Stuart Bldg., Lincoln 
Omaha 


Nevada R. Whitehead, 40 W. First St., Reno 2 
New Hampshire L. U. Bergeron, 211 High St., Somersworth 


New Jersey June !, 2 Philadelphia C. J. Schweikhardt, 150 E. State St., Trenton 8 
June 8, New York 
June 12, Teaneck 
June 19, Trenton 
June Philadelphia 
New Mexico June G. D. Hastain, Box 1007, Clovis 
New York June New York D. F. Wallace, 23 S. Pearl St., Albany 7 
Buffalo 
June 27, New York 
Albany 
Syracuse 
Buffalo 
Rochester 
June 27-30* New York 
Albany 
Syracuse 
Buffalo 
Rochester 


North Carolina June 26-30*+ Chapel Hill J. H. Guion, Doctors Bldg., Charlotte 7 
North Dakota July 10-14 Fargo F. A. Maides, First National Bank Bldg., Grand Forks 


Ohio June 12-14* Columbus D. FE. Bowers, 322 E. State St., Columbus 15 y tg 
June 14t Columbus 
June 15, 16*tt 
June 19-21* Columbus 
June 22-24* Cleveland 
Oklahoma = Oklahoma City W. H. Stephens, Plaza Court Bldg., Oklahoma City 
une 


Oregon June Portland C. Wheeler, Medical Arts Bldg., Portland * 


Pennsylvania May 22, 2: Pittsburgh P. Swanson, 8111 Jenkins Arcade, Pittsburgh 
June Pittsburgh 
Philadelphia 
June 7, Philadelphia ‘ 
June Philadelphia : : 
June 21, Philadelphia 


Puerto Rico J. Mercado C., Comercio St., #452, San Juan 
Rhode Island 4. E. Turcone, 298 Broadway, Providence 
South Carolina June 22-24! W. J. Brockington, 2827 Millwood Ave., Columbia 1 
South Dakota June 25-28*} Sioux Falls W. P. Powell, Box 409, Vermillion 
Tennessee June 12-16 Memphis C. R. Aita, Bennie-Dillon Bldg., Nashville di . 


Texas June : Heuston R. T. Weber, Capital National Bank Bldg., Austin 16 
June Houston 
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A younger person may not realize and the 
older person may have forgotten. But .. . 
Since 1941, practically all white bread, flour, 
processed cereals and macaroni foods in U. S. 
diet have been enriched with specified amounts 
of thiamine, niacin, riboflavin and iron. Since 
1941, deficiency diseases due to diet inadequate 
in these three B-vitamins have all but dis- 
appeared. Today clinical signs of beriberi, 
pellagra and ariboflavinosis are hard to find. 
In addition, the incidence of iron deficiency 
The nutritional statements in this advertise Se See 
available Cause: enrichment. Eff improved public 
have been reviewed by the Council on Foods health . . . a quiet miracle in applied nutrition. 
and Nutrition of the American Medical Today 80 to 90 percent of all white bread, 
Association and found consistent with cur- family flour, cereal products and macaroni 
rent, authoritative, medical opinion. foods are enriched. Today these foods are so 
good nutritionally that any normal diet can 
be improved by eating them. 
For further details on the quiet miracle and 
what it means to you, fill in the coupon: 


ENRICHED ... 


and whole wheat flour 
foods are listed among FREE - USE COUPON OR SEND R, BLANK 
the ‘Essential Four’ food 


by Ge To: Wheat Flour Institute ADLA-4 
Dept. of Agriculture's Insti- 309 West Jackson Bivd., Chicago 6 

tute of Home Economics. Please send me for professional review copies of the National 
Diet selected from these Research Council pamphlet, “Cereal Enrichment in Perspective," 
foods provides ample pro- and “The two minute story of THE QUIET MIRACLE,” for pos- 
tein, vitamins and minerals. sible professional distribution in quantities. (Please print) 


NAME. 


WHEAT FLOUR INSTITUTE | 


(Distribution limited to U.S. and possessions) 


working for a healthier America through nutrition 
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State Date Place Secretary and Address 


Utah 


H. R. Nordberg, 143 S. Main St., Salt Lake City 1 


Vermont June 26-28*} Burlington B.S. Pinney, 215 Pearl St., Burlington 
Virginia June 12-17" Richmond J. M. Hughes, Medical Arts Bldg., Richmond 
June 14, 157 
Washington Jine 19-22 Seattle W. B. Lamey, Medical Dental Bldg., Everett 
West Virginia i “ign Morgantown \. B. Drake, 1355 Fourth Ave., Huntington 
une 20, 2 
Wisconsin June 5-9*| Milwaukee S. F. Donovan, Tomah 
Wyoming June 18-22*} Rawlins W. J. Ryan, Boyd Bldg., Cheyenne 


tDental hygiene examination. tWrite to secretary of dental examining board for information on 


*Dental examination. 
Most states require applications ‘to be in 30 days prior to examination date. 


locations of examinations. 


NATIONAL EXAMINATIONS 


Secretary and Address 


Place 


Name Date 


American Board of (Oct. 12, 13 Philadelphia D. J. Galagan, Divn. of Dental Public Health 


Dental Public PHS. Dept. of Health, Education and Welfare, 
Health Washington, D.C. 
American Board of Apr. 6 Ann Arbor, Mich. D. A. Kerr, School of Dentistry, University of 
Oral Pathology Michigan, Ann Arbor, Mich. 
American Board of Dec. 4 Chicago L. M. FitzGerald, Roshek Bldg., Dubuque, Iowa 
Oral Surgery 
American Board of Apr. 10-15 Denver A. W. Moore, University of Washington, School 
Orthodontics of Dentistry, Seattle 5 
American Board of Oct. 30-Nov. 2. AnnArbor, Mich. R. L. Ireland, College of Dentistry, University of 
Pedodontics Nebraska, Lincoln 8, Neb. 
American Board of Apr. 10-12 Indianapolis B. O. A. Thomas, 668 Homer Ave., Palo Alto, Calif. 
Periodontology 
American Board of Aug. 14-19 Chicago C. H. Jamieson, David Whitney Bldg., Detroit 26 
Prosthodontics 
Council on Dental Apr. 21, 22 S. Peterson, 222 E. Superior St., Chicago 11 
ucation, 
Dental Aptitude Tests 
National Board of Dec. 4, 5 Grace Parkin, 222 East Superior St., Chicago 11 


Dental Examiners 


MEETINGS OF OTHER ORGANIZATIONS 


Name Date Place Secretary or Chairman and Address 


Academy of Denture May 7-12 Minneapolis W. L. Warburton, Medical Arts Bldg., Salt Lake 
Prosthetics City 1 
American Academy of May 26-June 2 Bermuda- G. Clarke, 554 Franklin St., Melrose, Mass. 
Dental Medicine Nassau 
Cruise Convention 
American Academy of Oct. 11-13 Philadelphia C. C. Latham, P.O. Box 266, Coronado, Calif. 
Gold Foil Operators 
American Academy of Oct. i3 Philadelphia M. B. Asbell, 25 Haddon Ave., Camden, N.J. 
the History of 
Dentistry 
American Academy of Oct. 12-15 Philadelphia A. N. Cranin, 2120 Ocean Ave., Brooklyn 29 
Implant Dentures 
American Academy of Oct. 11-13 Philadelphia H. C. Sullivan, 1516 Wealthy St., S.E., Grand 
Maxillofacial Rapids 6, Mich. 
Prosthetics 
American Academy of Apr. 6-8 Ann Arbor, R. J. Gorlin, School of Dentistry, University of 
Oral Pathology Mich. Minnesota, Minneapolis 
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Practice 


Without 
PBP? 


It’s possible, of course, to practice dentistry without 
PBP, but why try? | built my practice with PBP. | treated 
each patient as a person, not a case — presenting den- 
tistry in a manner that brought acceptance to my rec- 
ommendations. Patients readily referred family and 
friends to me. 

Today, | enjoy the fruits of a successful practice. Mine 
is a happy, efficiently run practice. | enjoy life as well 
as practicing dentistry — | enjoy my home, more time 
with my family, vacations and outside activities. Why 
don’t you enjoy the good life, too? 


Find out how PBP will Benefit 
Your Patient, Your Practice, YOU. 


PROFESSIONAL BUDGET PLAN 
303 E. Wilson St. Madison 1, Wisconsin 


Please send me information on how PBP will benefit my practice. A-34 
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Name 


American Academy of 
Oral Roentgenology 


American Academy of 
Periodontology 


American Academy of 
Physiologic Dentistry 


American Association 
of Dental Editors 


American Association 
of Dental Examiners 


American Association 
of Industrial Dentists 


American Association 
of Orthodontists 


American Association 
of Public Health 
Dentists 


American College of 
Dentists 


American Dental! 
Assistants 
Association 


American Dental! 
Hygienists’ Association 


American Dental! 
Society of 
Anesthesiology 


American Dental Society 
of Europe 


American Denture 
Society 


American Hypnodontic 
Society 


American Society for 
the Advancement of 
General Anesthesia 
in Dentistry 


American Society of 
Dentistry for 
Children 


American Society of 
Oral Surgeons 
Ark-La-Tex Denta! 
ngress 


Armed Forces Dental! 
Officers Association 


Asian-Pacific Dental 
Conference (Third) 


Association of American 
Women Dentists 


Australian Denta! 
Congress (Sixteenth) 


Berkshire Conference in 
Oral Pathology and 
Periodontology 
(Twelfth) 


British Dental 
Association 


Canadian 
Association and 
Western Canada 

Dental Society 


Chicago Dental! Society 


European Organization 
for Research on 
Fluorine and Dental 
Caries Prevention 
(ORCA) 

European Orthodontic 
Society, (37th Congress) 


Date 
Oct. 13, 14 


Apr. 24-26 
June 12-14 
Oct. 14 

Oct. 13, 14 
Apr. 10-12 
Apr. 16-21 


Oct. 14, 15 


Oct. 16-19 


Oct. 16-19 


Oct.13-15 


June 24-30 
Oct. 13, 14 
June 18 


Oct. 23 


Aug. 21 


Oct. 15, 16 


Oct. 18-22 


Oct. 16 


Aug. 14-18 


June 18-22 


June 18-23 


June 4-7 


Feb. 18-21 
July 5-8 


Place 
Philadelphia 
Ann Arbor, 
Mich. 
Duluth, Minn 
Philadelphia 
Philadelphia 
Los Angeles 


Denver 


Philadelphia 


Philadelphia 


Philadelphia 


Philadelphia 


Philadelphia 


Paris, France 
Philadelphia 
New York 


New York 


Philadelphia 


Bermuda Cruise 
Shreveport, 

La. 

Philadelphia 
Tokyo, 

Japan 
Philadelphia 
Sydney, 

N.S.W. 


Lenox, Mass 


Harrogate, U.K 


Saskatoon 


Chicago 


London, 
England 


Bologna, 
Italy 


Secretary or Chairman and Address 


7. Grant, University of California Medical 
Center, San Francisco 22 


C. E, Chamberlain, 1101 N. North St., Peoria, Ill. 
E. A. Lawton, 2217 Lincoln Way West, South Bend 
Ind 

E. M. Ebert, 10058 Ewing Ave., Chicago 

C. J. Schweikhardt, 20 Durand Rd., Maplewood, 
N.J. 

E. R. Aston, Pennsylvania Dept. of Health, 

P.O. Box 90, Harrisburg 


E. E. Shepard, 225 S. Meramec Ave., St. Louis 5 


A. H. Trithart, Montana State Board of Health, 
Helena 


O. W. Brandhorst, 4236 Lindell Blvd., St. Louis 


Mrs. E. Troutman, First National Bank Bldg., 


La Porte, Ind. 


M. E. Swanson, 100 E. Ohio St., Chicago 11 


H. A. Sultz, 1275 Delaware Ave., Buffalo 9 


J. P. Molony, 110 Harley St., London W.1, England 
’. L. Steffel, 19 W. Fifth Ave., Columbus, Ohio 
R. M. Ferber, 140 E. 56th St., New York 


M. H. Feldman, 730 Fifth Ave., New York 19 


W. O. Young, 120 N. Capitol Blvd., Boise, Idaho 


D. C. Trexler, 840 N. Lake Shore Dr., Chicago 11 


G. Poulos, State National Bank Bldg., Texarkana, 
Ark. 


W. Z. Kling, Medical Arts Bldg., San Antonio 
Texas 


B. B. Erana, Manila Doctors Hospital, P.O. Box 
372, Manila, Philippines 


J. Palancia, 1527 W. Passyunk Ave., Philadelphia 


D. Freeman, 185 Elizabeth St., Sydney, New South 
Wales 


I. Glickman, Tufts University School of Dental 
Medicine, 136 Harrison Ave., Boston 11 


J. Peacock, 13 Hill St., Berkeley Sq., 
London W. 1, England 


N. F. Gropper, Canada Bldg., Saskatoon, Sask. 
Canada 


K. S. Richardson, 30 N. Michigan Ave., Chicago 


H. R. Held, 18 Passage du Teraillet, Geneva, 
Switzerland 


Secretary of the Congress, via Marsili 15, 
Bologna, Italy 
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For dental salicylate therapy: 


BUFFERIN 
GIVES 
PAST PAIN RELIEF” 
AND CORES 
SALICYLANT 
INTOLERANCE’ 


When you give BUFFERIN to pa- 
tients before or after treatment, 
analgesic and anti-inflammatory 
benefits are not likely to be marred 
by the discomforts of aspirin irri- 
tation of the stomach. 


Theantacidanalgesia of BUFFERIN 
sharply reduces the incidence of 
gastric intolerance while enhanc- 
ing the patient’s comfort. 

Salicylate blood levels may be 
sustained in the post-treatment 
period by continuing the standard 
dosage of BUFFERIN. 


~ 
THERAPEUTICS 
RICAN 
ENTAL 


1, Sleight, P.: The Lancet, 

p. 305, Feb. 6, 1960 

2. Paul, W.D.: Dryer, R.L., and 
Routh, J.L.: J. Am. Pharm. Assn. 
(Scient. Ed.) 39:21 (Jan.) 1950. 

3. Tebrock, H.E.: Ind. Med. & Surg. 
20: 480-482, 1951 


Bufferin® contains acetylsalicylic acid 5 grs. 
and DI-ALMINATE® (aluminum dihydrox- 
yaminoacetate % gr. and magnesium carbo- 
nate grs.). 


Write today for your free supply of BUFFERIN 
in handy 2-tablet dispensing packs. 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, New York 
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Féderation Dentaire 
Internationale, 
(49th Annual Session) 


French Congress of 
Stomatology 
(Seventeenth) 


International Associa- 
tion of Dental Students 


International Dental 
Congress of Uruguay- 
Argentina 


International College 
of Dentists 


Italian Dental and 
Mazxillo-Facial 
Congress (Fourth) 


Mexican Dental Asso- 
ciation (Sixth biennial) 


Mid-Continent Dental! 
Congress 

National Association 
of Seventh-Day 
Adventist Dentists 


National Dental 
Association 


Northeastern Dental 
Society 


Northeastern Society 
of Periodontists 


Northwest Academy 
of Dental Medicine 
(7th Annual 
Conference) 


Odontological Society 
of Western Pennsylvania 


Ontario Denta! 
Association 


Peru National Dental! 
Congress (Fifth) and 
First International 
Congress of Stomatology 
Philippine Dental 
Association 


Southeastern Academy 
of Prosthodontics 


of Oral Surgeons 
Southern Academy of 
Periodontology 


Spanish Society of 
Orthodontics (Seventh) 
Swiss Dental Society, 
Seventy-fifth 
Anniversary 


Women's Auxiliary to 
the American Dental! 
Association 


Date 


July 1, 2 


July 9-15 


Oct. 25-28 


Aug. 21-27 


Nov. 12-19 


Oct. 14, 15 


June 3-11 


Nov. 19-23 
Oct. 29-Nov. 


Oct. 12-14 


Aug. 6-10 
June 4-7 
Apr. 7 


May 25-28 


Oct. 31-Nov. 1 
May 21-24 


Nov. 5-11 


May 10-14 


May 18-21 


Apr. 27-29 
June 11-13 
Apr. 27-30 


June 1-4 


Oct. 16-19 


Place 


Paris, 
France 
Helsinki, 
Finland 


Pari 


London, 
England 


Montevideo, 
Uruguay 


Philadelphia 


Turin 


Mexico City 


St. Louis 


Philadelphia 


Washington, 
BG. 


Swampscott, 
Mass. 


New York 


Gearhart, Ore 


Pittsburgh 


Toronto, 
Canada 


Lima 


Baguio City 


Bal Harbor, 
Miami Beach, 
Fla. 

Miami Beach, 
Fla. 

Atlanta, 

ya. 


Valencia 


Basle 


Philadelphia 


Secretary or Chairman and Address 


M. Filderman, 67 rue de Tocqueville, Paris, 
France 


G. H. Leatherman, 35 Devonshire PL, 
London W.1, England 


Secrétariat, 17th Congrés Francais de Stomatologie, 
20 passage Dauphine, Paris 6c, France 


D. H. Clark, Royal Dental Hospital, Leicester Sq., 
London W.C.2, England 

J. C. Turell, Av. Agraciada 1464 (P. 13), 
Montevideo, Uruguay 

H. O. Westerdahl, 4829 Minnetonka Blvd., 
Minneapolis 16 

Secretary, A.N.1.D.1., Via XX Settembre 8, Genoa, 
Italy 

C. J. Cornish, Sinaloa No. 9, Mexico 7, D.F. 

J. E. Brophy, 8013 Maryland Ave., St. Louis 5 


E. M. Collins, College of Medical Evangelists, 
School of Dentistry, Loma Linda, Calif. 


E. N. Jackson, P.O. Box 197, Charlottesville, Va. 
N. A. Emery, 291 Broadway, Lynn, Mass. 
I. W. Scopp, V.A. Hospital, First Ave. at E. 24th St., 


New York 10 
G. Underwood, Selling Bidg., Portland 5, Ore. 


H. D. Butts, Jr., Jenkins Bldg., Pittsburgh 22 
Mrs. W. C. Durham, 230 St. George St., Toronto 5, 


Canada 


G. Roose C., Av. Pershing 155, San Isidro, Lima, 
Peru 


L. C. Macapanpan, Philippine Dental Association, 
P.O. Box 1142, Manila 


J. H. Allgood, 516 Military Rd., Columbus, Miss. 
E. H. Martin, 1900 Hayes St., Nashville 4, Tenn. 
J. J. Morris, 101 Third St., N.E., Atlanta, Ga. 
A. J. Cervera, Avda, Oeste, 29, Valencia, Spain 


B. Jakubowitsch, Blumenrain 20, Basle, Switzerland 


Mrs. G. G. Smith, 212 S. Third St., 
Kaysville, Utah 
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Gee, Doctor-could you have forgotten? 


No matter how many different ma- 


terials and technics may be used in 


bridge work, no matter how strong 
and varied the claims — INTER- 
CHANGEABILITY remains 


a very important 


consideration. 


INTERCHANGEABILITY means easy 
replacement, when the need arises, 


at any time, for any reason. Steele's 
is the original interchangeable bridge 
calli tooth product, used successfully by 
thousands of dentists, taught in over 
/ p & 90% of all the dental colleges in 


the United States and Canada — 
and distributed throughout the world. 
If you're not a Steele’s user at 
present, Doctor, reconsider the im- 
portance of INTERCHANGEABILITY 
\ and add to it the adaptability, de- 


pendability and esthetic values of 


Steele's Facings and Trupontics. 
INTERCHANGEABLE FACINGS BACKINGS 
The “original” and still the Precision made for fit—guar- 
standard; available in POR- antee the interchangeability 
CELAIN New Hue shades and of Steele’s Facings and Tru- 


PLASTIC BIOTONE®* shades. pontics. 


TRUPONTICS © / SIDE GROOVE POSTERIORS 

2 The only interchangeable For greater strength in cast 

a pontic which provides porce- 1 removables; available in pop- 
lain tissue contact. ular Bioform* shades. 


SEND FOR LITERATURE 


THE COLUMBUS DENTAL MANUFACTURING CO. 
Columbus 6, Ohio 
“Registered Trade Mark of the Dentists’ Supply Co. of N. Y. 
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how can I be 
sure theyre 
getting 


ENOUGH 
CALCIUM 


You can be sure children are getting enough 
calcium by making sure they drink 

enough milk . . . for milk and other dairy foods 
provide % of the calcium in the national 

food supply. 


In spite of the liberal amounts of milk 
products available, surveys reveal that average 
calcium intakes of children and adolescents 
are below recommended allowances. 

Studies on large numbers of children up to 

12 years of age have shown that a satisfactory 
retention of calcium requires the 
consumption of three glasses of milk daily, 
along with adequate vitamin D. Four 

glasses enabled children to store additional 
calcium for future requirements. 


Recommended daily intakes of calcium 
increase from 1.0 gram in early childhood 

to 1.3 grams for teen-age girls and 1.4 

grams for adolescent boys. In the absence 

of milk and milk products, it is difficult .. . even 
with careful selection ... to obtain from 

other foods more than one-third of these 
daily allowances. When consumed in suggested 
amounts... the equivalent of three or four 


glasses daily for children and four for 
teen-agers... milk and other dairy foods 
contribute two-thirds of the calcium allowance, 
plus one-fourth of the protein and nearly 

half of the riboflavin. 


Although the body has an ability to adapt 

to low calcium intakes by improved absorption 
and utilization of the dietary supply, 
adaptation is often accompanied by reduced 
bone mineralization and growth rate... 

as demonstrated by the prompt growth 
response of children in low-calcium areas 
following addition of calcium lactate to the 
diet. For full development of the skeleton... 
development of sound teeth... and 
attainment of maximum height and body 
vigor ...compliance with dietary standards 
for calcium is an important consideration 

in planning meals for the young. 


Milk and other dairy foods stand alone in 
their ability to provide calcium needed 

by children and adolescents in a form that is 
highly palatable, easily digested, and 

readily absorbed ... and they also provide 
other nutrients that contribute to a balanced 
dietary and buoyant health. 


The nutritional statements made in this advertise- 
ment have been reviewed by the Council on Foods 
and Nutrition of the American Medical Associa- 
tion and found consistent with current authoritative 
medical opinion. 


AVAILABLE ON REQUEST: 
i Reprints of this series of messages on Calcium 
NEW CALORIE-RESTRICTED DIET SHEETS 


A non-profit 
organization 


Since 1915 promoting 
better health through 
nutrition research 
and education 


NATIONAL DAIRY COUNCIL 


111 NORTH CANAL STREET ¢ CHICAGO 6, ILLINOIS 
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LICHEN PLANUS—4 aspects 


Make close-ups quickly, easily, with the 
Kodak Startech Camera Outfit 


There’s nothing to it with the Kodak Startech Camera! Just sight 
your picture in the viewfinder, set the pointer for either 4 to 8 
inches or 10 to 16 inches, slip on a supplementary lens (in color- 
coded mount), and shoot. The flash lamp 
assures proper exposure. Super-small lens 
openings produce such depth of field that 
you are sure to get clear, sharp pictures. 
Outfit consists of Startech Camera, color 
film, flash lamps, batteries, two supple- i 
mentary lenses and a background easel. \ 


Price less than $35. Write for details. 


Price is subject to change without notice. 


EASTMAN KODAK COMPANY 
X-ray Sales Division, Rochester 4, N.Y. 


‘ 
4 
= 
157 
+ 
\ 
’ 
= 
oF 
TRADEMARK 


STIM-U-DENTS ARE A VALUABLE ADJUNCT 
IN THE TREATMENT OF PERIODONTAL DISEASE 


through the promotion of cleanliness and interdental hygiene. In 
addition they assist in cleaning the interproximal surfaces not acces- 
sible to the toothbrush . . . STIM-U-DENTS have many other uses 
in dental practice . . . Invaluable in cleaning around bridges and 
orthodontic appliances ... They help to reveal cavities and loose 
fillings . . . Join the thousands of dentists who use and prescribe 


STIM-U-DENTS. 
Send for Samples Today 


3 FINISH WHAT THE TOOTHBRUSH LEAVES UNDONE ' 


STIM-U-DENTS, INC., 14035 Woodrow Wilson, Detroit 38, Mich. 
(-] Send FREE SAMPLES for patient distribution. 
Dr. 


7 


JADA 4-61 


Please enclose your Professional Card or Letterhead 
Address 


The Hanau Triplex Syringe, designed to 
meet the increasing demands of dentists 
for greater efficiency in the operative pro- 
cedure, is actually three syringes in one. It 
provides (1) a perfectly controlled water 
stream, (2) the flushing and cooling action 
of an atomized spray and (3) the desired 
volume of air for drying. Switching from 
water to air, or to spray, is as simple as 
touching the correct button. Any of these 
actions can be locked into continuous op- 
eration with a flick of the thumb. 

Triplex eliminates a great number of tiring 
reaching movements and simplifies your op- 
erating procedure. This is vitally important 


HANAU 


Name 


when it is remembered that dentists are esti- 
mated to suffer more than three times as 
much as the average person from muscular 
strain and exhaustion. 

The Hanau Triplex is ideal for custom in- 
stallations, adapts readily to most dental 
units, and in either case it can be located 
wherever it is most convenient for you. 
(The new Hanau “Accu-Stat” Water Heater 
is specifically designed for installation where 
no warm water source exists.) 

Write today to find out how the amazing 
Hanau Triplex Syringe can help you build 
a practice that is both easier and more 
profitable. 


Please send complete information on: 
O The Hanau Triplex Syringe. 
O The New Hanau Accu-Stat Water Heater. 


ENGINEERING CO., INC. 


Add 


1233 Main St. © BSuftaio 9. New York 
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The way to a more profitable practice... 
THE HANAU TRIPLEX SYRINGE 
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Ti Bentist, no 
st Make the con@@etions between 

biologi¢’data and clinical scene 


wip and q 
ifthe profession is to serve humanity 
general advan@™ : 
human and thought.” 3 

Sidney I. Silverman, 


Just Published! 


ORAL 


By SIDNEY |. SILVERMAN, 
D.D.S., Director, Graduate 
Postgraduate Prosthodontics, 
York University College of 
tistry, New York; Associate 

, Denture Prosthesis, 
York University College of Den- 
tistry; Associate Clinical Pro- 
fessor, Physical Medicine and Re- 
habilitation, New York Medical 
College - Metropolitan Hospital, 
New York; Diplomate, American 
Board of Prosthodontics. Just pub- 
lished. 540 pages, 6%” x 9%”. 
280 figures. Price, $15.00. 


Silverman 


PHYSIOLOGY 


The new Mosby book ORAL PHYSIOLOGY by Sidney I. 
Silverman, D.D.S., brings to clinical oral medicine a dynamic 
understanding of the mechanisms of oral disease. In a unique 
approach to the study of oral physiology, Dr. Silverman empha- 
sizes in a clear and didactic manner the interrelation of basic 
science, clinical science and behavioral science and organizes 
his material around tissue cells, oral function systems and age 
groups. Through a unique chart used as the frontispiece in the 
book, the author demonstrates the application of dental thera- 
peutics within a framework of equilibrium or homeostasis. 
This equilibrium expresses the summation of the continuous 
interaction between the normal physiologic processes of health 
and the altered pathologic processes of disease. 


This new book is arranged in three sections. Part I describes 
the structure and activity of the major tissues and organs— 
epithelium, nervous system, muscle, and bone—and their re- 
lation to dental occlusion. Part II discusses the organization 
of the basic tissues into organ systems which are pertinent to 
the principal functions of the maxillofacial structures—degluti- 
tion, mastication, respiration, speech, and head posture. Part III 
explains the application of the principles of tissue activity 
to the clinical needs of the major age groups of the life 
spectrum—childhood, adulthood and aging. 


Order on 30 Day Approval from 


The C. V. MOSBY Company 


3207 Washington Boulevard, St. Louis 3, Missouri 
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CAP 
Children’s 
Greater Protection 


TO OPEN TIGHT 
THUME ABOVE ARROW 


COUNCIL ow DENTAL 
THERAPEUTICS 

MERICAN 
ENTAL 


a 
= ial favorites of yours, medications in whi: ap 
the uniformity, p 
the uniformity, potency and purity of & 
dren is quality contrc esamemanufac- 
turing skill, exclusive processes and t 
contribute to the unsurpassed quality of Bayer 
Aspirin set the standards of excellence for Bayer : 
You can depend on Bayer As irin for Children 
pleasant tasting aspirin and t 
family tradition of providing as fi PIRIN: \ 
Bayer ASPIFIN TC Children—114 grain: flavored 3 


The importance of 
contact areas 


Mesio-distal sections through portions 
of two bicuspids are used in the draw- 
ings to illustrate contact areas and the 
form of interproximal spaces under cer- 
tain conditions. The first three drawings 
illustrate undesirable situations that can 
cause trouble. The fourth drawing illus- 
trates the ideal type of contact and in- 
terproximal space for healthy function. 


In Fig. A of the mesio-distal section, 

for example, the contact is too broad in 

the occluso-gingival dimension, and 

gd foods are apt to be caught and 
d. 


In Fig. B the contact is too far to the 
gingival. This creates a wedge-shaped 
occlusal embrasure, into which food is 
packed. The force created destroys the 
alignment of the teeth damaging the 
gingival tissues. 


Fig. C shows a contact too close to the 
occlusal. Such a contact does not pro- 
vide the sluice-way effect so necessary 
for tissue stimulation and for self-cleans- 
ing action. 


Fig. D represents the ideal point of con- 
tact forming the correct interproximal 
space. The J. M. Ney Company, Hart- 
ford 1, Connecticut. 


FIG. A: Contact too broad occluso-gingivally. 


FIG. BD: Contact normal 


HARTFORD 1, CONNECTICUT 
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FIG. C: Contact too close to occlusal 


LAVORIS MOUTHWASH HELPS YOU WORK 


3 important ways... 


e “Cuts” Mucus Film. A rinse with full-strength Lavoris 
before an impression helps clear away mucus, prevents air 
bubbles. Many dentists now use Lavoris this way routinely. 


e Keeps Operative Area Cleaner. Lavoris’ unique cleansing 
action effectively and thoroughly cleans away mucus, 

food particles and impurities. Use Lavoris Spray 2 

strength or stronger. (Wouldn’t you rather work in a 
Lavoris-clean mouth?) 


e Helps Promote Patient Comfort. To nervous patients, 
even minor discomforts loom large. The pleasant taste and feel 
of Lavoris refreshes, helps keep them at ease. The bright red 
color of Lavoris helps mask minor hemorrhage. 


e used by more dentists than any other mouthwash! 


Get sharper 
_ impressions 


PROFESSIONAL 
GAL. SI 


ONLY $2.50. 

Send check to 
LAVORIS DIVISION, 
Vick Chemical Co. 
Box 990, 
Wilmington 99, Del. 
Samples for office 


and patient use 
available on 
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Here is an entirely new 
approach to dental hygiene 
for the whole family...a 
major advance in dental 
brush performance. 


| Makes it easier for your patients Hm 


to practice what you preach 


BROXODENT 


SQUIBB AUTOMATIC ACTION BRUSH FOR TEETH AND GUMS 


For gentle, controlled brushing of the gingiva. 
For safe, effective, thorough cleaning of teeth. 


BROXODENT brings your patients three essential benefits: 
TECHNIQUE —- Many patients “just don’t” follow your instruc- 
tions on vertical brushing. The Broxodent brush oscillates in a 
60° arc, gently brushing the gingiva and removing food particles. 
ELBOW-GREASE — Many patients are “too lazy” to make the 
necessary effort. Comfortable, convenient Broxodent does the work 
easily, requiring only a minimum of guidance. 

TIME — Many patients, also, are “too busy” to spend twice a day 
the necessary four or five minutes you recommend for the main- 
tenance of sound oral health. Broxodent provides in 45 seconds 
the required efficacy of gingiva brushing and debris removal. 
THE SAFE, SILENT MOTOR UNIT — Fully approved by 
the Underwriters Laboratories— the motor unit is self-lubricating 
and sealed in a watertight, shockproof housing. Easily operated 
by all members of the family, even children, wherever 110 volt 
alternating current is available. 

INTERCHANGEABLE BRUSH UNITS — Each member of 
the family has his own brush, soft enough to protect gingival tis- 
sues and tooth enamel — shaped to reach every dental surface. 
Unconditionally guaranteed for one full year, Broxodent is available 
with two interchangeable brushes, a plastic travel case, and a conven- 
ient bathroom wall rack, at the better pharmacies, for $19.75. Extra 
brushes (in a variety of colors) can be purchased separately, two for $.98. 
SPECIAL INTRODUCTORY OFFER TO DENTISTS! 
Broxodent is available to dentists only at a special professional 
price of $14.85. Write now to E. R. Squibb & Sons, 745 Fifth 
Avenue, New York 22, N.Y., for immediate delivery. 


ie Squibb Quality—the Priceless Ingredient 
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Save Time — Save Voll Save ce 
~~» Save Money a 
cost of 2 nde 
operating efficie: new fi 
Operating finess« Doctor, and 
Weber has 


Buy it either 
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Tha Vorbile World of Weber 


It’s an Air Turbine for quicker, easier and more pro- 
ductive dentistry. 


Choose from 2 improved handpieces — (one tubing does for both) 
Contra-Angle Handpiece for routine procedures 


New Straight Handpiece for impactions, etc. 


Variable Speed Foot Controller— zero to 80 Ibs. 
Air Pressure — Toe pressure on accelerator pedal con- 
trols bur speeds — faster speeds for rapid reduction 
of tooth structure — slower speeds for cutting of 
dentin decay removal and fine finishing. Toe button 
permits use of handpiece as a chip blower, using 
clean filtered air, free from oil contamination. 


It's a UN-ette — the handsome Weber compact unit 
with new 20 degree OFFSET BOWL to bring instru- 
ments and controls closer to the operator. Unique 
instrument and bowl mounting — Syringe, Handpiece, 
Saliva Ejector and bowl are carried in swinging 
holders that afford real convenience for you and your 
assistant and complete accessibility to the chair for 


N 


ew — Weber 3-Way Syringe — with Warm Air — Water or 
Atomized Spray — only Weber has it — beautifully styled — trim 
— finely balanced — only one lever— move sliding lever to ‘‘air’’ 
or ‘‘water’’ or ‘‘spray’’ — as convenient as the slide on your 
flashlight — no effort — no loss of time — positive water control 
from a drop to a stream, by mere thumb-tip pressure. 


Other Turbinette Features; Aero-Hydro-Therm Warmer, swinging 
instrument holder — warm water to drinking cup — call button 
— Dental Engine may be adapted. 


WEBER 


The Manufacturing Company - Canton 5, Ohio 
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Caries-active patients respond to their 
first taste of non-cariogenic PARK’S 
Sugarless Chewing Gum. Made of 
Sorbitol and Mannitol in 8 popular 
flavors. A perfect companion are the 
7 delicious flavors of PARK’S Sugar- 
less Mints. Children and grownups 
love both! Try them yourself. 


Send for FREE Samples and Literature Today 

SUGARLESS 

CHEWING GUM e¢ MINTS 


CHICLECRAFT, INC., KNOXVILLE, TENNESSEE 
Mekers of Fine Chewing Gum Since 1885 


~ Envelopes, for instance. If the envélopes we 


...to Zanzibar. 


printed last year, wet placed end fo end, they 
would extend from Anchorage-to’ Zanzibar.* 


This fagt important to-ug’ as a reflection 
of your faith in us . . your satisfaction in 
our fine Histacount products. 


If, you haven't yet tried Histacount 
products,-you shodld.' You will be pleased 
with \the courteous service, fine quality, low 


guarantee. 


— 


: 
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3 
Non-Cariogenic 
GUM AND 
PROFESSIONAL printing company | 4 


THE PROFESSION’'S CHOICE 
to promote more effective brushing 
and better oral health: < 


SMALL, NARROW HEAD 
provides accessibility to all call 
‘lingual areas. 


UNIFORMLY TRIMMED BRISTLES 
gentle and cleansi 


STRAIGHT, RIGID HANDLE. 


permits adequate control for correct br 


ot RUBBER CONE 
Supplies optimum flexibility for 
interdental cleansing 


Py-co-pay is available in 

a wide range of textures to fit every 

individual need—medium, hard and 

extra hard nylon; “‘Softex” multi-tufted nylon; 
hard and extra hard in first cut Chungking 
natural bristle (all natural bristle brushes are 
“‘Duratized” for longer wear). All brushes are 
“Steratized” to sanitize the brush. 


BLOCK DRUG COMPANY, INC. 


“Quality Products for Dental Health” 
Py-copay recommended by more dentists than any other toothbrush. 


169 ay 
{ 
| 
il 
il 
<- 
Mi 
4 
| | 
a, a 


170 
' 
-pegins 
| 
— 


in 

patient 
after 
patient... 


evidence of a 

new and welcome 
combination of 
restorative qualities 
provided by 


BONFIL 


New, stable catalyst system assures uniform 
performance « Sets fast and with a snap ¢ Adapts 
tightly to cavity surfaces ¢« Matches tooth enamel 
in appearance; remains colorfast « Efficiently 
placed by either brush or flow procedure. Makes 
surrounding enamel and dentine less susceptible 
to secondary decay. 


For modern materials call on CAU LK 


Milford, Delaware 
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NEW from ADA! 
Four New Dental Health Leaflets 


Here are four imaginatively designed little leaflets that will effectively carry 
the message of dental health to your patients. Designed to be included with 
recall cards and statements, these attractive leaflets are also excellent for 
use as hand-outs at P.T.A. meetings, health fairs, etc. Order a supply for 
your office today. 


ov" 


SMILE JUDY! — Stresses the impor- que ® sv 
tance of maintaining space after pre- 
mature loss of deciduous teeth. 


WHAT YOU CAN'T SEE .. .— Ex- 
plains the importance of replacing lost “Sa 
teeth in the adult mouth to prevent ) 
later complications. ht 


A* 
THE HIGH COST OF DENTAL 
A Katthag NEGLECT — Compares two young- 
wv @ sters, illustrating how neglect — not 


dental care — can be expensive. 


TODAY KATHY IS 3—Points out the 
importance of beginning dental care 
at an early age and the importance 


of good dental habits. 


The leaflets may be purchased individually or in sets of four: 100 leaflets, 
$0.90; 500 leaflets, $3.50; 1,000 leaflets, $6.00; 5,000 leaflets, $25.00. 


Order Department, American Dental Association 
222 East Superior Street, Chicago 11, Illinois 


Please send me the following. My remittance is enclosed. 


sets of four leaflets 
copies of (Ge) Smile Judy 
copies of (Gf) What You Can't See. . . 
copies of (Gg) The High Cost of Dental Neglect 
copies of (Gh) Today Kathy is 3 
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The best dental news of all... 
(from the patient’s viewpoint) 


Comparative in vitro Effects of Sugar 
Gum and Amurol Gum added to Saliva 
1 2 3 4 §& 6 7 (TIME IN HOURS) 24 


ALKAL 


As shown above, pH of caries-active salivain 
vitro remains in alkaline zone for hours with 
AMUROL SUGARLESS GUM, whereas with 
sugar gum the pH drops to the acid 
under the same conditions. 


Irs a happy visit when you at last report 
fewer dental caries . . . thanks to proper oral 
hygiene and sugar restriction. 


For most patients the difficult part of the 
regime is sugar abstinence. Yet a stick of 
delicious Amurol Sugarless Gum or a sweet, 
refreshing Amurol Mint does satisfy that 
“sweet tooth”—without promoting caries, 


So bring some joy to caries-active patients 
—-recommend Amurol. Available everywhere 
in a variety of flavors. 


SUGARLESS “SWEETS” 


Amurol samples and patient literature 
are available upon request. 


AMUROL PRoDUCTS Co. NAPERVILLE, ILLINOIS 
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WILLIAMS PRESENTS 
MAJOR ADVANCE 
TOOTH PREPARATION 


the JERMYN 


PARALLAID 


a unique tool engineered to 
ensure parallel preparations 


Now you can achieve precision parallelism 
..» for preparations that meet your highest 
standards. You get better results with the 
PARALLAID because it... 


x gives you superior control for perfect 
paralleling. 


eliminates guesswork, mechanical pulp 
% exposures, cut and bleeding gums 
around crown and bridge preparations. 


% helps you rule out lab returns with im- 
pressions that draw off cleanly. 


Sensitive to your lightest touch, the bal- 
anced, weightless PARALLAID can be 
guided with two fingers, operates simply, 
easily. Insert any hand piece in the 
PARALLAID, set it for the desired angle, 
and proceed with confidence. 


For precision paralleli prepare with PARALLAID 


WILLIAMS GOLD 


2978 Main Street «+ Buffalo 14, New York 
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THE 
LOCAL 
ANESTHETIC 
THAT 
HAS 
BOTH! 


FA S Treturn 70 


Tang? 


(Metabutethamine Hydrochloride) 3.8% with Epinephrine 1:60,000 


The busy practitioner wants 
fast, deep anesthesia for high 
speed operative procedure. 
UNACAINE provides it! 


In addition—a local anesthe- 
tic of choice should — 
“just right” duration .. . elimi- 


When longer duration of deep 
anesthesia is required . . . in 
oral surgery or endodontics . 
where 2 to 242 hour duration is 
needed . . . a local anesthesia 
of choice is . 


PRIMACAINE 
a Brand of 
METABUTOXYCAINE HCI 
(with Epinephrine 1: 60,000) 
PRIMACAINE produces fast, deep 


anesthesia, extra duration and 
satisfactory tissue tolerance. 


nating the possibility of in 
lasting numbness or of ton 
biting at night. UNACAI E 
provides “just right” duration 
for short appointments where 
high-speed techniques are em- 
ployed. 

We quote from a recent clini- 
cal study in Oral Surgery, Oral 
Medicine and Oral Pathology 

. “It was found that UNA- 
CAINE gave uniformly excel- 
lent depth of anesthesia ...ade- 
quate duration of anesthesia 
without troublesome and ex- 
cessively prolonged duration, 
extremely rapid induction time, 
and absence of untoward re- 
actions or postanesthetic pain.” 


TORONTO 5, CANADA 
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be 
secure 


(Brand of Calcium Hydroxide Suspension) 


LIQUID 


CLINICALLY PROVEN 
CALCIUM HYDROXIDE 
CAVITY LINER 


Virtually eliminates pulpal irritation as- 
sociated with cementation. Minimizes 
thermal shock. Aids in the formation of 
secondary dentin over exposed pulp. 
Dries rapidly, yet allows ample time for 
necessary manipulation. Adheres firmly 
to dentin. Especially useful under silicate 
cements, and under inlays, crowns and 
bridges. 


Stocked by recognized dental 
supply houses. 


*For further information, 
write to 


Moston 16, Mass, USA. 


You can say it with words or you 
can say it with pictures, but it's 
best to say it with... 


COLUMBIA 
DENTOFORMS 


If you 
do not have 
our 
Catalog 
#33, 


write 
for your 

COLUMBIA 
copy DENTOFORMS 


today. 


COLUMBIA DENTOFORM CORP. 


“The House of A Thousand Models" 
and Home of Brown Precision Attachments 


131 E. 23rd St. * New York 10, N.Y. 


Special! ENDODONTIC 
UNIGAUGE KIT No. 4H 


with STAINLESS COLOR CODED 
TEST INSTRUMENTS and HANDLES 
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INING: 
uttapercha Points 
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bsorbent Paper Points 


ints 

est Files of Each Size i, 2, 3, 4, 5, 

‘est Handle of Each Size i, 2, 3, 4, 

t Test Wrenches 

kg. Files Style B, Asst. 7-12 

Endodontic Plier 

Aluminum Root “Canal 
VALUE $46.00 W ONLY $35.00 
THE TEST HANDLE... i a smal! and adjust- 
able stopper with a built-in scale. It can be ad- 
justed with ease and rapidity to the exact length 
required for test reamers and files. 

Ask Your Dealer to Show You the Complete Union 

Broach Display of Root Canal instruments .. . or 
write for our 20 Page Illustrated Catalog. 


UNION BROACH CO., INC 


80-02 51st Avenue, Elmhurst 73, NY 
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Next to water, Sodium Bicarbonate U.S.P. is one of nature’s mildest abrasives. When abra- 
sive requirements are low, as in patients with exposed cervical root surfaces, brushing 
with Sodium Bicarbonate removes stains gently and neutralizes unwanted mouth acids. 


1. Accepted Dental Remedies, 26 Ed., American Dental Association, Chicago, 1961, p. 142 


BICARBONATE 


Arm & Hammer Baking Soda is accepted by the American Dental Association as Sodium Bicar- 
bonate U.S.P, It may be prescribed with confidence wherever Bicarbonate of Soda is indicated. 


CHURCH & DWIGHT CO., INC., 70 Pine STREET, NEW YORK 5, N.Y. 
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OW ... FOR PARALLAX-FREE DENTAL PHOTOGRAPHY 


AUTOMATIC EXAKTA VX-lla 


35-MM. SINGLE LENS REFLEX CAMERA 

WITH £/2.0 AUTOMATIC ZEISS BIOTAR LENS 
For easily made dental photographs and faithfully 
reproduced oral conditions—facilitating case record- 
ing in oral pathology, surgery, orthodontics and full 
mouth rehabilitation . . . an invaluable aid in patient 
education. New AUTOMATIC Lens, when fully stopped 
down, permits focusing and viewing without annoying 
the patient with modeling lights. in addition, you can 
use the Exakta for personal photography, sports, 
portraits, copywork, etc. Priced from $279.50 
FREE! — Write Dept. 209|for Free Descriptive Book- 
let “B” on Camera & Accessories and Brochure on 
Close-Up Technique with Automatic Exakta VX-lla. 


EBXAKTA CAMERA COMPANY 
705 Bronx River Road, Bronxville, New York 


coT ROLLS 


These improved cotton 

rolls are a delight to the 

efficient dentist and are 

not harsh to the patient’s 

mouth. They are actual- 

ly spun from 100% pure 

surgical absorbent cotton 

to make them softer, more 

pliant and noncollapsible. They 

adapt easily into any position, 

are stretchable and tufts 
are quickly detachable. 


DENTAL ABSORBENTS CO, 


619 East Montecito St. 
Sante Barbara, Calif. 


Gentlemen: 
Please send me a free, generous sample 
of DENTAL ABSORBENTS. 


DR. 
STREET 
CITY and STATE 


MOVING? 


Sending us your new address 
and postal zone in advance will 
help to avoid any interruption 
in the delivery of your A.D.A. 
Journal. Please use the form 
below. 


Name 
Old Address 
New Address 


Private Practice Student 
(_] Federal Dental Service 


Mail to: Bureau of Membership 
Records, American Dental Asso- 
ciation, 222 East Superior Street, 
Chicago 11, Illinois 
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of precious 


Hidden strength is built into Boos reinforced Porcelain crowns 
and bridges by bonding Porcelain to an individually designed 
strong understructure of precision-cast precious metal. The porce- 
lain and the metal are proved materials which have the required 
physical properties. 

4 Artistic skill in carving and natural 
color shading achieve enduring beauti- 
fully life-like individuality. In addi- 
tion, porcelain may be butted to the 
labial shoulder. 


To meet your porcelain uire- 
ments, Boos offers Vacuum-Fired and 
Vibra-Blend jacket and Veneer crowns 
in addition to Porcelain ‘‘bonded to 
metal’’ crowns and bridges. Desired 
esthetics are achieved through tooth 
contour, bilateral symmetry, precise color 
blending and accurate margins. 


To meet your acrylic requirements, 
Boos offeys Ora-Pon reinforced Acrylic 
bridges, Acrylic jacket and Veneer crowns. 
As illustrated the exclusive gold backing 
of Boos Ora-Pon reinforced bridges as- 
sures uniform strength and retention. 


The gold reinforcement forms an ana- 
tomically correct and abrasion-resistant 
lingual surface without gold on the incisal. 


Wherever you practice, this complete ceramic service is easily avail- 
able. We make it convenient for you by supplying mailing boxes and 
Boos postpaid labels . . . airmail or Ist class. No weighing. No 
stamping. No We pay postage and charge your 
account. Write today for mailing conveniences. 


be O O om Henry P. Boos Dental Laboratories, Inc. 
808 Nicollet Ave., Minneapolis 40, Minn. 


Branch Laboratories: Medical Arts Bldg., Duluth, Minn.; Equitable Bldg., Des Moines, Iowa 
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DID YOU KNOW? 
SURGIDENT HYDROCOLLOID 
IMPRESSION MATERIAL 


is molded and packaged in many ways for maximum 
convenience and economy 


NEW Polyethylene Plastic Tube 
won’t come unsealed, high den- 
sity plastic prevents chemical 
decomposition and water-tight 
screw cap allows easy reuse. 


REGULAR 
_—FOR FULL HANDY Metal Tube has con- 


MOUTH ~ a ventional design features for 
IMPRESSIONS 9 ag added reuse value. 


three different 
packages ed EXCLUSIVE Plastic Jacket 
prevents chemical decomposition 
: of material, allows detection of 
damaged tubes, is water-tight 
and may be resealed for further 
A use. 
— 


JUNIOR FOR QUADRANT IMPRESSIONS Same superior 
ingredients as Regular Surgident Impression Material but packaged in 
smaller plastic jacket. Eliminates reboiling. 16 sticks to a jar. 


THREE-EIGHTHS-— FOR THOMPSON AND HANAU INLAY 
SYRINGES ~— Packaged fifty sticks to a jar. 


INLAY-—-ESPECIALLY PREPARED FOR SMALL IM- 
PRESSIONS - Material is 5/16” in diameter with 60 sticks to a jar. 


The Standard of Accuracy tergeclenl 


gore from your 3871 Grand View Boulevard 
ental dealer Los Angeles 66, California 
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FOUR af 
BAKER PRODUCTS 


BAKER CRISTOBALITE 


Baker Cristobalite or Hygroscopic Invest- 
ments enable you to cast to the perfect 
dimensions required in precision work. 


BAKER BLUE INLAY WAX 


Baker Blue Inlay Wax has precision char- 
acteristics that assure accurate perform- 
ance and it is easy to use and manipulate. 
You will definitely like its working qual- 
ities. 


BAKER DEOXIDIZED GOLDS 


Baker Deoxidized Golds are really dif- 
ferent. They give you gas-free castings— 
extremely dense and free of pits and 
porosity. A trial will convince you. 


BAKER PRECISION ATTACHMENTS 


Baker Precision Attachments are stronger 
because of the hard, high-fusing non- 
oxidizing Orthoclasp #2 Clasp wire alloy 
of which they are made. The boxes do 
not warp when soldering. The reversible 
posts allow you to use them in any right 
or left, upper or lower position. There is 
only 1 size Anterior, 1 Bicuspid and 1 
Molar. Be sure to include paralleling 
mandrels with your initial order. 


(BNGELHARO ) 


BAKER DENTAL DIVISION 


850 PASSAIC AVENUE © EAST NEWARK, N.J 
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ONLY q 
MIDWEST 


OFFERS 
YOU 


— ¢ 
MUCH Ses 
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= 
> 
already 


MINIATURE HEAD CONTRA ANGLE 


SIC 2-C 11-TC 15-TC 


— 


MINIATURE 
CARBIDE BURS 


MIDWEST DENTAL 
MANUFACTURING CO. 


1980 N. HAWTHORNE 
MELROSE PARK, ILL. 


see your Midwest Dealer for 
details or demonstration... 
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WATER WARMER «FOOT CC 
UJ 

= 

FOR THE AIR DRIVE “400”! a 

2 Ideal for childrens dentistry —7 m.m. shorter head gives 

better visibility—reduced sound level too! MINIATURE 
DIAMONDS AND CARBIDE BURS . . . made only for 

_} and offer a perfect re! 

handpiecesDUAL VAL 
Allows the convenien 
ferent contra angles (Sta Miniature. comp 


in 
dental 
infections 
consider 


easier for your patient... easier for you 


ACHROMYCIN CAPSULES 


Tetracycline HCI with Citric Acid Lederle 


easy to administer, more acceptable than 
injections, minimal risk of severe allergic 
reaction [ no need for sterile preparation of 
needle, syringe, or solutions [J effective 
against a wide range of infecting bacteria... 
side effects are minimal and mild. Available 
for office use, or on prescription, from any 


pharmacy. 250 mg. (blue-yellow) capsules. 
Average adult dosage: 4 capsules daily. 


Precautions: The use of antibiotics occasion- 
ally may result in overgrowth of nonsusceptible 
organisms. Constant observation of the patient 
is essential. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 
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on best results 


an count 


Why will you enjoy using Coe-Fiex? The ansewir is 


that this outstanding ~ubber-buse material delivers 
everything you wan: in en impression material. 
Ts be specific: Ite physical properties are goire 
the existing «:cadards and specifications 
af hydrocolloids algioates. It is accurate— 
very definicely so. is dimensionally stable, safe 


nd fo ose, strong, tough, sad correctible.- 


Actually, Coe-Flex is « truly universal impression 
material, ic used— ind thoussnds of 
dentists for crown sod dridge impressions aod 
fOr pirtiat aod ful) impressions, 
Coe-Flex mixes cestly, speeds up impression 


Order from 
your dealer 


LABORATORIES, ING. 


taking. conserves chair time, can be 

will Patients like its pleasent @avor and 

gentle, comfortable feeling of che maceriat fathe 

mouth, Yechoicians like Coe-Plex 

assuces bewer fitting cases, and because aah: 

overs cre so seldom aecessary. 
Coe-Flex is evatiable in the 

#iscosity you prefer; Coe-Plex 

Regular (or che average mix; 

Coe-Fiex Heavy for the 

most viscous mix; aad 

Coe Flex Injection Type 

for « faid mix for 

use in the Coe-Flex 


Only $5.50 per pkg. at 
your dealer's... Please 
specify type desired 
when ordering. 

U.S.A. Prices. Elsewhere 
slightly higher. 


CHICAGO 29, HAEINO!IS 
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THE BOOK 
YOU’LL NEED 
THIS YEAR 


1961 Accepted Dental Remedies 


For over 25 years, Accepted Dental Remedies has been “the last 
word” in dental therapeutics in thousands of dental offices. This 
year more than ever, ADR belongs within easy reach on your 
desk for it contains a wealth of important material to help you 
render a better dental service as well as conserve time and money 
in your practice. 


Fluorides. Completely revised for ‘61, ADR contains an ex- 
panded new chapter on stannous fluoride dentifrices, topical 
applications and other aspects of this important subject. 


New Drugs. ADR includes information on three new local an- 
esthetics, plus revised and updated chapters on such helpful 
subjects as the handling of office emergencies, dental treatment 
of patients receiving medical care, writing prescriptions. 


List of accepted brands. As usual, ADR for ’61 contains a 
current listing of accepted drugs that have met the exacting 
standards of the ADA Council on Dental Therapeutics. 


Order your 1961 Accepted Dental Remedies today. Only $3 


American Dental Association 


Order Department 
sD 222 East Superior Street 
Chicago 11, Illinois 


Please send me __ copies of the 1961 Accepted Dental Remedies 
at $3 per copy. My remittance is enclosed. 


City. 
616 
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Her dentures pass the test 


Even at close range, her smile is sparkling, charm- 
ing, completely attractive. A simple daily soak in 
Polident removes stains and debris—assures lus- 
trous, natural looking dentures . . . keeps them fresh 
and odor-free, too. 

Recommend Polident to your denture patients: 
they will appreciate its ease, convenience and 
safety, plus the continued reassurance that goes 
with a really clean denture. 

EASY TO USE 1. Soak 2. Rinse 3. Wear 


SAFE TO USE recommended by more dentists than 
any other denture cleanser. 


POLIDENT. 


for office supply of samples, write— 
BLOCK DRUG COMPANY, INC. 
105 Academy Street, Jersey City 2, N. J. 
“Quality Products for Dental Health” 
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SHIP YOUR HARD STONE 
MODELS TO US 


Use business reply label (below) no 
postage, no money, no C.0.D. 


HARD STONE MODELS that 
you make from your HYDRO- 
COLLOID, ALGINATE, SILI- 
CONE and RUBBER impressions 
are now gladly accepted for 
the construction of beautifully 
natural-appearing and perfect 
fitting porcelain jackets and 
bridges. 


Please do not place dowel pins 
or cut model apart, we will do 
that. 


| 

USE THIS LABEL TO SHIP MODELS OR 
TO REQUEST TEN PIECES OF INTEREST- 
ING DENTAL CERAMIC LITERATURE. 
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Everything 
to provide 


easy to mix 
fillings 


x... is so easy to mix. Because 


it sets slowly on slab you have am- 
ple time to secure objective—a net- 
work of incompletely dissolved 
powder particles, suspended in a 


matrix of silica gel. 
J Finely milled powder and unique 


grouping of silicates provide ex- 
tra hardness, low solubility and 
great crushing strength. 


“ At a sensible price 


15/3 UNIT 
15 Powders (18 gms. ea.) 
3 Liquids (15cc¢ ea.) 
$45.00 


(Other combinations also available) 


DIAFIL 


For anterior and posterior fillings 
In its new, modern packaging 


Write for free sample 
(Sample liquid in bottle only) 


PFI NG ST: COMPANY, INC. 


62 COOPER SQUARE @ NEW YORK 3, N.Y. 
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a WITH THE : TURBO- Je AND 
VERSATILE THE NEW 


CT 


mony other “standard features” make TURSO-JET effi- 
cient ond desired handpiece capable of more proficient. . . Removalof 
tooth structure. .. Bone correction or repair... Sectioning of teeth. 
NOW AVAILABLE. .. Long. Shank Surgical Diamonds and Carbides (im- 
ilar to those illustrated) for use with both the new stroight handpiece 
and the populer contre-angle handpiece ! 
WRITE today for more detailed information ebewt: TURBO-JET end the 
port it will play as your partner in ORAL SURGERY 1 The new STRAIGHT 
HANDPIECE thot you've been waiting for! Ourcomplete line of LONG 
SHANK DIAMONDS AND CARBIDES! 

Included with the above literature wil! be the interesting and inform- 
ative booklet "The Inside Story of High Speed". Moil the otteched 
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THE PERFECT HIGH ANDPIECE FOR SI IFFICULT : 
~ Hor COMPLEX ORAL SURGERY! BAYONET TYPE FOR GREAT 
UTOCLAVE IT! BOIL IT! 
REQUIRES NO LUBRICATION AFIER STERILIZATION 
‘COMPLETE PORTABILITY! © COMPLETE TACTILE CONTROL 
ARIAB INST NTATION! 
we ‘A 


is it dead? 


The Burton Vitalometer knows for certain. 
The new Model 205MB determines tooth 
vitality or degeneration. Multiple bands of Bh an * 
high frequency energy penetrate to the pulp 
of the tooth tested. There is no electric 
shock—no false response—nothing for the 

patient to hold. This newly improved Vital- 

ometer is the only vitality testing set that 

uses this exclusive principle. Over 35,000 

dentists use the Burton High Frequency 

Vitalometer. Jf you have the previous 

model Vitalometer, ask about our liberal 

“Trade-in” Plan. 


CONTACT YOUR LOCAL DEALER 
OR WRITE: 


RTON MANUFACTURING CO. : 
MEDICAL * DENTAL * LABORATORY DIVISION Multiple Band High ; i 


2520 Colorado Avenue, Santa Monica, California Frequency Vitalometer 


Keliable 


PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


with proficient defense 
that cuts the cost 3 


EGIIVE 

IWAYNESNDIANAS q 
Professional Protection Exclusively since 1899 


Operating in: California, Florida, Illinois, Indiana, lowa, Kansas, Ken- 
tucky, Massachusetts, Michigan, Minnesota, Missouri, Nebraska, New 
Jersey, Ohio, Pennsylvania, Texas, and Wisconsin 


190 
B 
“a 


Take 


solid look 


This one calls for your thoughtful 
consideration. It’s sponsored by the 
Army Dental Corps, and, of course, 
approved by the American Dental 
Association. 


ROTATING STUDY 

The program consists of 12 months of 
rotating post-graduate study covering 
major dental specialties. Individual 
clinical research is encouraged, and at- 
tendance at clinical pathological 
conferences, tumor boards and staff 
conferences is required. 


LENGTH OF SERVICE 
Upon selection for the program you are 
commissioned a First Lieutenant in the 


For more 
information 
MAIL COUPON TODAY 


THE OFFICE OF THE SURGEON GENERAL 
Department of the Army 

Washington 25, D.C. 

ATTN: 


Please send details about openings in the Army 
Dental Internship Program. 


Dental Corps, Army Reserve, with the 
full pay, prestige, and privileges of your 
grade. After completing the 12-month 
internship you remain on active duty 
for two additional years. Your assign- 
ment may be in the continental United 
States, or anywhere in the world where 
U.S. troops are stationed. 


REMUNERATION 


Salary plus allowances for married of- 
ficers totals $6144.96 during internship, 
$7985.76 during the second year, and 
$8885.76 during the third year. In 
addition, 30 days of leave are earned 
each year. 


EDPT-MP JADFA 4-61 
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pertection co. 
Slendaie 3, catifornia 


“Your master KEY 
to superior impressions 


Modern formula assures sharp, fast-setting impressions at 
rock-bottom cost. Key to Alginates mixes quickly to a creamy, 
firm-bodied consistency. It flows smoothly without running. 

This all-purpose alginate impression material is extremely sharp 
setting ...sets fast without distortion. Impressions can be re- 
moved from the mouth in 30 seconds. Remarkable elasticity 
permits removal over severe undercuts. Stone or plaster casts 
are smooth and clean, reflecting superb accuracy with absolute 
dimensional perfection. 

Key to Alginates is packed in economy-priced, airtight bulk 
containers for lowest cost-per-impression. Outstanding quality 

.. remarkably low in price, only $3.00 per tin.* 

Prove to yourself the real value of this superior impression 
material. Order a tin from your dental supply dealer today. 
*in case lot of 12 tins. 


pD imensional 


BE : dental perfection co., inc. 
erfection 543 West Arden Avenue, Glendale 3, California 
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VASOCONSTRICTOR 


— 


20,000 


WITH NEO-COBEFRIN 1 


CARBOCAINE HCI 2% 


— 


NOW 


for effective patient management, 
select the anesthetic solution 
to fit the procedure — 


FOR LONGER LASTING ANESTHESIA 


CARBOCAINE* HCI 2% 


BRAND OF MEPIVACAINE HCI 


with NEO-COBEFRIN® 1:20,000 


BRAND OF LEVO-NORDEFRIN 


FOR ANESTHESIA OF SHORTER DURATION 


NEW CARBOCAINE®* HCI 3% 


BRAND OF MEPIVACAINE HCi 


WITHOUT VASOCONSTRICTOR 


From COOK-WAITE, 
anesthetic solutions that are— 


TIME CONTROLLED 
since you select the anesthesia 


WELL TOLERATED 
with a wide margin of safety 


RAPID, 
so rapid that onset has 
been called ‘‘immediate”’ 


DEEP 
and penetrating because 
they diffuse readily 
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CARBOCHINE 1; 2°: 


WITH NEO-COBEFRIN 1:20,000 
FOR LONGER LASTING ANESTHESIA 
e in oral and periodontal surgery e in 
quadrant dentistry e in pulp canal work. 


CARBOCAINE HCI 2%" with Neo- 
Cobefrin‘?:3) has been proven clinically 
to have a wide margin of safety and to be 
well tolerated by all ages of patients. 5 
As an oral anesthetic, this solution ex- 
hibits a very rapid onset of action. It has 
been reported that anesthesia is fre- 
quently accomplished even before the 
needle is removed. Moreover it produces 
a deep, penetrating anesthesia of satis- 
factory long duration. With the possible 
exception of extremely complicated and 
extensive surgery, it is rarely necessary 
to resort to a second injection. As a 
result, in both infiltration and regional 
block anesthesia there are practically no 
failures with CARBOCAINE 2% with Neo- 
Cobefrin.‘* 


Millions of CARBOCAINE injections in 
private practice as well as in large scale 
clinical trials have proven its safety fac- 
tor and effectiveness. 


CARBOCAINE with a vasoconstrictor is 
particularly indicated in surgical proce- 
dures when some degree of hemostasis 
is desired. One of the major advantages 
of CARBOCAINE is ready diffusion into 
hard and soft tissues for complete 
control of pain.“:© Because of its dis- 
tinctive molecule, CARBOCAINE does 
not provoke allergic responses in pa- 
tients sensitized to procaine.” 


CARBOCHUINE 


WITHOUT VASOCONSTRICTOR 
FOR ANESTHESIA OF SHORTER DURA- 
TION « in high-speed restorative proce- 
dures e in simple extractions e in chil- 
dren’s dentistry. 


This new formulation is possible because 
CARBOCAINE is unique among dental 
anesthetics in that it consistently pro- 
duces satisfactory anesthesia without 
the need of a potentiating vasocon- 
Strictor. 6.8.9.10.11) 

CARBOCAINE 3% without a vasocon- 
Strictor is well It pro- 
duces as effective total anesthesia 
(although of shorter duration)“ as 
CARBOCAINE 2% with Neo-Cobefrin™ 
and produces significantly fast onset of 
anesthesia. 

One of the major advantages of 
CARBOCAINE 3% is that it produces 
rapid, deep anesthesia of comparatively 
short duration.“3) The shorter duration 
of operating anesthesia, in turn, reduces 
the duration of soft tissue anesthesia by 
almost as much as an hour, even in man- 
dibular injections.” This reduction in 
duration of soft tissue anesthesia is a 
distinct advantage in children’s den- 
tistry. In addition, today’s ultra-speed 
instrumentation used in many restora- 
tive procedures makes unnecessarily 
prolonged anesthesia obsolete. 

In simple extractions, CARBOCAINE 3% 
provides another distinctive advantage. 
It avoids the potential danger of delayed 
hemorrhage and aids in the prevention 
of alveolitis“* since natura! bleeding en- 
sues immediately.“ It is also valuable 
in periodontal scaling where normal 
bleeding is desired. 


CARBOCAINE, an unsurpassed anesthetic, produces trouble- 
free, pain-free operating time; assures patient comfort. 
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SUCCESSFUL PRACTICES NEED Bo 


‘ CARBOCAIN 


References: 1. Luduena, F. P., Hoppe, J. O., Coulston, F., and Drobeck, H. P. The pharmacology and toxicology of 
mepivacaine, a new local anesthetic. Toxicology & Applied Pharmacology 2:295 May 1960. 2. Luduena, F. P., Hoppe, 
J. Oyen, |. H., and Wessinger, G. D. Some pharmacologic properties of levo- and dextro-nordefrin. J. D. Res 
37: 206 April 1958. 3. Buchert, R. W. The influence of concentration of vasoconstrictor on local anesthesia. Oral 
Surgery, Oral Medicine and Orai Pathology 12:1340 November 1959. 4. Weil, C., Welham, F. S., Santangelo, C., and 
Yackel, R. F. Clinical evaluation of mepivacaine hydrochloride by a new method. (to be published) 5. Ross, N 
and Dobbs, E. C. A preliminary study on Carbocaine. J.A.D.S.A. 7:4 November 1960. 6. Berling, C. Carbocaine in 
local anaesthesia in the oral cavity. Odont. Revy. 9:254 1958. 7. Dobbs, E. C., and Ross, N. The new local anesthetic, 
Carbocaine. (to be published) 8. Mumford, J. M., and Gray, T. C. Dental trial of Carbocaine. Brit. J. Anaesth. 29:210 
May 1957. 9. Feldman, G., and Nordenram, A. The anaesthetic effect of Carbocaine and lidocaine. Svenska Tandl 
Tidskr. 52:531 1959. 10. Sadove, M., and Wessinger, G. D. Mepivacaine, a potent new local anesthetic. J. international 
College Surgeons 34:573 November 1960. 11. Sadove, M., Vernino, D., and Lock, F. Mepivacaine HCI (Carbocaine), a 
preliminary clinical study. J. Oral Surgery, Anes. & Hosp D. Serv. in press 1961. 12. Wessman, T. A private prac 
titioner’s view of a local anaesthetic without a vasoconstrictor. Sverig. Tandiak.-Forb. Tidn. No. 3 1959. 13. Schwarz- 
kopf, H. A further advance within the fieid of odontological local anesthesia. Deutsche Zahnarztebi. No. 24 1959 
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hat’s she doing that’s of interest to her dentist? 


She’s drinking a glass of pure Florida orange juice. And 
that’s important to her dentist for several reasons. 

Your patient’s oral health is directly related to the 
quality of her diet, and a good diet includes a generous 
amount of vitamin C and any of the other nutrients 
ound in citrus fruits. 

There’s actually no better-tasting way for this young 
ady to obtain her vitamin C than by doing just what 
she is doing, for there’s no more refreshing source 
than oranges and grapefruit ripened in the luxurious 
@aFlorida sunshine. An obvious truth, you might say, 
Mbut not so obvious to the parents of many teen-agers. 


We know that a tall glass of orange juice is just 
about the best thing they can reach for when they raid 
the refrigerator. We also know that if you encourage 
this refreshing and healthful habit among your young 
patients, you'll be helping them to the finest between 
meals drink there is. 

Nothing has ever matched the quality of Florida 
citrus—watched over by a State Commission that en- 
forces the world’s highest standards for quality in fresh, 
frozen, cartoned or canned citrus fruits and juices. 

That's why the young lady’s activities are of interest 
to her dentist. 


©Fiorida Citrus Commission, Lakeland, Florida 
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A CUSTOM MADE 
PRODUCT—FOR 
CUSTOM BUILT 
TRAYS 


The unique formula of Kerr Formatray 
produces accurate, strong, uniform 
custom built trays and baseplates 
quickly and easily. It is adaptable to 
either mold or pour technique. 


KERR 


Produces a pure, white, dead soft 


Full Impression Tray 


dough—easily manipulated—does not 
become sticky, rubbery or pull away 


from the model during curing. 


REGULAR PACKAGE 
OF KERR FORMATRAY 


contains a full pound can of 
powder and 6.2 ounces of 
liquid. Easily proportioned 
with convenient double- 
ended powder measure and 
a graduated liquid measure, 


Obtainable in Laboratory size packages con- 
taining 3 one pound cans of powder plus a full 
pint can of liquid, or supplied in a 25 pound if 
bulk package. 


QUALITY PRODUCTS SINCE 1891 * 


MANUFACTURING COMPANY «+ DETROIT 8, MICHIGAN ‘ 
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ntity rate on 5 boxes. Write 
ntal Division, Johnson & 
Brunswick, New 


lightweight plastic hardly know i — 
raesign tO ind idual 
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ELECTRO-MALLET 


The electronic fail condenser 


the perfect team™ 
. for finishing and 
~ polishing amalgams 
and gold inlays... 


1 “Inter-Prox” does 


Operates or the new principle of high frequency 
malleting at reduced intensity without sacrifice of 


100 sandpaper discs! 
foil density. Recognized as superior by leading 
e So flexible it will almost wrap around a | dental schools and nationally known foil operators. 


tooth — yet will not fray or tear! | The Electro-Mallet is equally advantageous 
| for condensing amalgam. 


» Need access to very tight interproximal | A 30-day trial without obligation to purchase is 


areas? Run your “Inter-Prox” against any | available to foil operators. Please write for details. 
abrasive wheel or disc to get a razor edge. | Wye Shirley Products $335 Son fernando 
beautiful polish — all with one wheel. 
e Will not scratch or mar tooth enamel — TOUR 
can be cold sterilized. J A 2 A FY 

ONLY $3.00 per package of 25 . 

surf ATTEND THE 


Asian Dental Congress 


THIS OCTOBER 


for pinpoint, anatomical | 
finishing and polishing | | price includes: *Jet travel roundtrip from 


|| the West Coast “Residence at luxury 
|| hotels *Special meals and Entertainment 
Will not undercut or destroy margins—will | |  *Full official program in Tokyo *Escorted 


not cut tooth enamel! .45 per dozen | tours of major cultural and scenic areas 
8 asl | including Kyoto, Nagoya, Osaka, Nikko and 


Write for details about Tan “Inter-Prox” | | 
Wheels and Tan “Midgets” for silicates, etc. 


Mikimoto’s Pear! Island. 
Join our friendly group and discover the 
hospitality and charm of the Orient. 


ASIAN-PACIFIC SEMINARS 


Post Office Box 29081 
Los Angeles 29, California 


the work of 

GREE} 

DEDECO q 
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the “‘WHY’’of Why American 
Dentistry has Contributed so 
much to the Healing Arts 


When you study the history of American dentistry during the past century, it is easy to under- 
stand the progress we have made and why America leads the world in dental advancements. 


The gains achieved in our national health through such contributions to dentistry as the dis- 
covery of anesthesia, the application of X-ray diagnosis, high speed cavity preparation, and 
fluoridation of community water supplies are just a few of the reasons which explain the 
exciting accomplishments of the dental profession. 


A part of this proud record has been the individual practitioner's own effort to increase his 
knowledge, improve and perfect his skills, and keep abreast of the latest, accepted develop- 
ments by his regular attendance in post-graduate courses, at clinics and meetings of his 
colleges and professional societies, and by extensive publication reading. 


A good example of this has been his investigation and acceptance of ultrasonics in prophylaxis 
treatment, amalgam condensation and gingivectomy and his increasing use of this procedure 
as an aid in periodontal treatment, root canal therapy, and orthodontics. The fact that in only a 
few short years 5,000 dentists have purchased the Cavitron Periodontal and Prophylaxis Unit 
for their offices and are now enthusiastic about its accepted uses is splendid testimony to your 


open-mindedness, dedication to professional advancement, and sincere desire to bring greater 
comfort and well-being to your patients. 


We at Cavitron deeply appreciate this recognition, and especially the findings in essays on what 
the Cavitron Periodontal and Prophylaxis Unit can do for you appearing in professional publi- 
cations such as Journal of Periodontology (Oct., 1957; Jan., 1959), Journal of the American Dental 
Hygienists’ Association (April, 1960), Oral Surgery, Oral Medicine and Oral Pathology (Jan., 1960), 
New York State Dental Journal (May, 1959), Journal of Dental Medicine (Jan., 1957), and 
Journal of Prosthetic Dentistry (Jan., 1958). 


To help us bring the actual facts about Cavitron to the entire profession, we are conducting an 
essay contest on the subject, “How the Cavitron Unit Has Helped Me in My Practice.” Some 
doctors may wish to enter their essays on the subject of “The Cavitron as a Practice Builder.” 
The grand prize is an all-expense trip to Hawaii for two. Write me for details. 


Also, you may wish to write me for our new booklet, “The Last Word on Patient Recall.” 
By all means write me if you would like the facts about Cavitron. 


AC. 


Carleton Ellis, Jr. 
President 


CAVITRON CORPORATION 
42-15 Crescent Street 


Long Island City 1, N.Y. 
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TO EVERY AMERICAN DENTIST: 
An invitation to read the proud story of an 
Association... your story ... your Association! 


The exciting narrative of organized 
dentistry on the American scene—its trials, 
division and final unification in the 
turbulent years from 1859 to the present. 


Vividly written by a gifted young American 
historian, A History of the American 


A Dental Association is a fast-moving 
HISTORY account of dentistry’s progress portrayed 
OF THE against the colorful backdrop of the 
AMERICAN growing young nation. 
DENTAL. In reading this absorbing one hundred 
ASSOCIATION year narrative everyone holding a dental 


by R. B. McCluggage, Ph.D. ‘degree will take new pride in his 
profession and in the part played by its 


national association. 


A History provides that sense of 
historical perspective that is so essential 
to the professional man. It belongs 

on every dentist’s shelf. Available now in 
choice of two handsome editions: 

Deluxe, with red leather binding at $12.50 
a copy, and Regular, case-bound for $8.00. 
Order your copy today. 


AMERICAN DENTAL ASSOCIATION 
Order Dept., 222 East Superior Street 
Chicago 11, Illinois 


Please send me A History of the 
American Dental Association. 


Deluxe $12.50 ____Regular $8.00 


Address__ 


bate. 
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. » » RIDICULOUS! 
It's common knowledge 
that porcelain, by itself, . 

is brittle and friable. 


And ordinary unsupported porcelain bridges are just as impractical— 
that is why we fuse Ceramco Porcelain to Ceramco Gold. This produces 
bridges of great strength—not to be used as sledgehammers, to be sure, 
but mighty strong dentally. 


A Ceramco bridge provides the natural esthetics and function of porcelain 
anywhere in the mouth with a gold understructure designed to give you 
the strength, fit, and durability so necessary for fixed restorations. 


Ceramco restorations are impervious 

who process Ceramco Restorations. 

(C0 Please send FREE Literature on 
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_when they need | 
Improved IVORY | “transitory” crowns* 


Self-Retaining 


COTTON ROLL HOLDERS 


(Mesial-Distal Safety Points) 


Pat. No. 2897597 


*To protect broken-down but vital 
teeth through the development 
years 


MASEL STAINLESS - 
STEEL CROWNS | 


© Widest selection of bicuspid and 
molar sizes 
¢ Easy to cut, easy to fit — because 
they are bright annealed and extra soft 


Stainless 


Made in Pairs 
Adult left 
Side Shown 


All size rolls may be used. New 


mesial-distal safety points hold 
rolls firmly while adjusting. Holder 
quickly removed from mouth for 
proper occlusion. 


To use—Self-retaining when handle 
is swung under chin or handle 
may be conveniently held by pa- 
tient. Child size made self-retain- 
ing but has different body design 
to hold small rolls. 


Tare, 


Manufacturer 
PHILADELPHIA 2, PA., U.S.A. 


And they last! Just buff lightly for 
instant hardening, almost indefinite 
wear 


36 Crown Assortment—ONLY $14.40 
in plastic jewel case with free crown gauge 


Order through 
your dealer 
or write 

for details 


SAAC MASEL CO. 
1108 SPRUCE STREET 
ILADELPHIA 7, PA. 
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Welcome your patients 
...With pride 


Welcome your patients to a completely 


new or modernized office . . . one which 
reflects your pride in perfection down to 
the last detail. 

To help you achieve this perfection now 
C.I.T. Corporation offers two different 
plans for buying the equipment you need 
for your modern office. 

One plan spaces payments over a 7-year 
period, with special low instalments for 
the first two starting years. Example: 
monthly payments are $111.11 the first 
year on a balance to finance of $10,000. 
Second year, $177.78 per month. 

The other plan arranges payments over 
a five year period, with equal monthly 
instalments. Example: monthly payments 
are $216.66 on a balance to finance of 
$10,000. 

Obtain the dental equipment of your 
choice on either program—immediately. 


Include miscellaneous supply items. Even 
include office modernization costs up to 
25% of the contract. You receive insur- 
ance at no extra cost—life insurance* 
covering complete payment of the un- 
matured balance of the contract up to 
$10,000. You also get fire and extended 
coverage insurance on your equipment. 
Go see your local dental equipment 
dealer. Choose the equipment you want. 
He will work out the C.I.T. finance plan 


that best suits your needs. 
°Except Arkansas 


CORPORATION 
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INSTITUTE 
ON / Somerset Hotel 
HOSPITAL | 20570: MASSACHUSETTS 
May 15-18, 1961 
DENTAL FEE $40 
SERVICE 


The institute will direct attention to the problems 
associated with rendering effective dental service in 
the hospital—from the viewpoint of the dentist, the 


administrator and the hospital staff. 

Sessions will include discussions on the economics 
of providing dental care in the hospital, the position 
of dental service and its organization, the position of 
the dentist on the staff, interdepartmental relations, 
out-patient dental care and dentistry’s contribution 
to the hospital and the community. 


conducted cooperatively by 
AMERICAN DENTAL ASSOCIATION 
AMERICAN HOSPITAL ASSOCIATION 


Council on Hospital Dental Service 
American Dental Association 

222 E. Superior Street 

Chicago 11, Illinois 


Please send me information on the Institute on Hospital 
Dental Service. 


Name 


Address_ 


City iota Zone _State 
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superior 
for 


type A inlays 


‘ You'll prefer this soft, top- 
i grade gold colored alloy 
ideal for inlays subject to 
moderate occlusal stress. 
to burnish. Meets the 


requirements of ADA 
Specification No. 5. 


THE $.S.WHITE DENTAL MFG. CO. 
Philadelphia 5, Pa. 


BRUSH with the ends of the bristle ¥ 


These scientifically designed brushes clean with the ends 
of the bristles—not the sides. They reach into the 
crevices and other spaces other cleansers don't pene- 
trate. Require minimum pressure; generate no heat. 
Specify ‘“Robinson's"—through your dealer. 


2911 Atlantic Ave., Brooklyn 7, N.Y. DISCS 


FREE! NEW BEARING TESTER 


with purchase of each 


UNION BROACH AIR TURBINE fy Tester 

MAINTENANCE KIT for 

BORDEN AIROTOR (S.S. White, Ritter) (Se 
~~ 

NOW ...DO IT YOURSELF... 

Save $85.00 or more per year! \ 


Now .. . bearings can be tested for defects or con- | PRICES: 

tamination with this easy-to-use bearing tester. If | The Air Turbine Maintenance Kit ay Snatcte of: 

bearings are found to be dirty, a“ can be cleaned | Set of Tools and 3 Sets of 2 Bearings........ $60.00 
and re-used. To receive your FREE BEARING TESTER, | After initial expense for tool the ag OEE refills 
be = to Pp exten this ad with your order. of bearings are: 

Prov 1 a Users! ane of 3 Sets of 2 Bearings............. $36.00 
Also A Avellable for WEBER AIROTOR . . . Write for Package of 1 Set of 2 Bearings.............. $15.00 
Prices and Literature! Tecntytive Literature sent upon request. 


UNION BROACH CO., INC. 80-02 51st AVENUE, ELMHURST 73, N. Y. 
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Another fine product of p& Kayser-Roth 


You know how tired your legs can become during a full day of standing over the 
chair. Now you can help ease leg fatigue and feel more rested with Supp-hose®, the 
patented socks that support you in comfort... that conform snugly to your legs to 
help give your leg muscles the relief they need. Supp-hose are 100% nylon in the 
body, with a Gentle-lastic® top that keeps the sock up. Try a pair 
of Supp-hose. They cost only $4.95 and are exceptionally long- 
wearing, almost indestructible! Supp-hose Socks are available 


in drug stores, department stores and men’s furnishing stores. 
U.S. Pat. No. 2739467 


Supp -hose’ 


OCKS FOR MEN 


For FREE booklet and name of store nearest you, write: Supp-hose Socks 
for Men, Department B, 210 Madison Avenue, New York 16, New York. 
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ju st 4 = water 


(economical) 


(concentrated) 


mouth wash 


refreshing flavor —deodorizing 
—Ccleansing—mildly astringent 


Astring-0-Sol” 
Mouth Wash 


Ferment Divisio 


ne n, 
Breon Laboratoriés Inc., N. Y. 18, N. Y. 
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“Clinical Observations of Number 
of Fractures of Acrylic and Modified 


Copolymer Vinyl Dentures” ** 
—William F. D. Grant, D.D.S.* 


FINDINGS OF CASES STUDIED 
OVER A FIVE-YEAR PERIOD 


Incidence of breakage: 100 out of 695 acrylic cases (14.4%) 
11 out of 695 Luxene cases (1.6%). 


Six of the 11 Luxene repairs were due to tooth fracture, leaving 
only 7/10 of 1% of the dentures studied with base material failure 


The rate of fracture of acrylic was 12 times as great as for Luxene 


ADDITIONAL STATISTICS ACQUIRED 
THROUGH QUESTIONAIRES 
Of 2,385 Luxene dentures made in the past four years at the 


dental division of the Henry Ford Hospital, only 12 required 
repair, yielding a breakage rate of only 0.005 


CONCLUSIONS OF THE STUDY 


“From comparison of these figures it can be seen that the vinyl 
resin dentures as studied performed in a superior fashion insofar 
as breakage of either base moterial or teeth were concerned” 


* Department of dentistry and oral surgery, 
Henry Ford Hospital. 


* * November, 1960, Journal of the American 
Dental Association. 
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Announcing a New Denture Cleanser to 
meet Advanced Professional Standards 
Its name—Bon Dent 


The Bon Dent formula is a result | Bon Dent, as an efficient brushing 
of 28 months exacting research cleanser with alumino silicates — 
on problems suggested hexachlorophene base, 
by Anderson & Lam- remarkedly suc- 
mie “. . . Prognosis in cessful in reducing 
partial denture cases is these potential irrita- 
bad if oral hygiene is tive factors. 


poor. . . with a tissue 

born appliance [it] is nae & Klein’s stud- 
able. Here pronounced removable prostheses 
revealed bactericidality 
cosa and gingivae is in a series of thiogly- 
always evident.'” Simi- collate cultures. 
larly, Thoma & Robin- Hh Bon Dent is intend- 
son report “filth under ed for your recommen- 
dentures maycontributetoorbere- dation in accord with the highest 
sponsible for irritative changes.?” professional standards. 


i 
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Reprints available on request 

1. Anderson & Lammie: Clinical Survey of 
Partial Dentures 

2. Thoma and Robinson: Oral and Dental 
Diagnosis 

3. Baer and Klein: Bactericidal Effect in 
Removable Oral Prostheses Relating to 
Aluminosilicates-H exachlorophene et. al. 


NATIONAL DRUG 
DIVISION 


The Bon Ami Company 
445 PARK AVE., NEW YORK 22, N. Y. 


National Drug Division, The Bon Ami Co. 
445 Park Ave., New York 22, N. Y. 


Please send professional samples of Bon Dent 
denture cleanser to 


Dr 


Address 
4 
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Torit makes the difference 
AGAIN...with a new streamlined Model Trimmer 


Here’s a new, more efficient, more compact TORIT Model Trimmer! 
Note these improvements: 


1 Takes less space—Now 12” wide, 13” high, 1514” long. 

2 New Water Distribution System—Tube feeds incoming water to center 
of wheel. Centrifugal force gives even coverage with less splashing 
and better cleaning. Wheel’s wind action sweeps dirty water out 
through vent in bottom of case. Intake and drainlines now under- 
neath for neater installation. 

3 Adjustable Work Table—Allows variable angles for cutting. Special 
orthodontic model at slight extra cost -has calibrated work table 
and dual adjustment for setting compound angles. 

4 Easily dismantled—4 thumbscrews hold the face. 

Remove in seconds for cleaning! 


Regular Model has 4 hp motor; % hp motor available at extra cost. 
Torit makes the difference . . % 


and Torit makes many different dental products. \ 
TORIT MANUFACTURING CO. 
1133 Rankin St., Dept. 116, St. Paul 16, Minn. 
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Protect 
your family 


with the 
low-cost 


The A.D.A. Group Life Plan, underwritten by Great-West Life, 
offers you complete protection at low cost when you need it most 
... during the years when your practice and your family are growing 
rapidly. The Plan provides $20,000 basic life insurance ($30,000 
in case of accidental death) up to age 60, with scaling benefits 
beyond that age. A new clause waiving premiums in the event of 
permanent disability before age 60 has been added. New premium 
rates are lower than ever. 


The new low yearly Investigate this excellent coverage 
premiums are: today — write: 


© $40 to age 30 A.D.A. GROUP LIFE PROGRAM 


The Great-West Life Assurance Company 
° $80 from age 31 te 40 1035 Field Building 


© $160 from age 41 to 50 135 S. LaSalle Street, Chicago 3, III. 

© $260 from age 51 to 60 THE 

© $300 for reducing amounts Great-West Life 
beyond age 60 ASSURANCE COMPANY 


HEAD OFFICE, WINNIPEG, CANADA 


YOUR FUTURE IS OUR BUSINESS 
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GALETTI-LUONGO 


Plasterless Articulator 


ARTICULATE INDISPENSABLE FOR THE PROGRESSIVE PRACTITIONER 
MODELS ‘ 


without using plaster — for 
partial and full dentures. 
With mechanical fixation 
of models. 


This new Articulator serves well in the 

Dentist's Office for the Doctor to check the 

bites taken at the time the patient !s in 

Made in Italy the dental! chair by transferring immediately 
Pat. in U.S.A. and the placement of the Casts to the Articu- 
Foreign Countries lator on hand with both Casts made secure. 


ans Rapid mounting of models — 


© Articulate models in correct occlusion without using plaster, in less 
than one minute. 

© Can be successfully used for all practical cases in the laboratory at 
a saving of time. 

© Terrific diagnostic instrument at dental chair for case presentation 
of study casts to patient. 

* Not just another articulator—the most revolutionary, time-saving, 
best instrument ever developed. 


ONE MINUTE PRICE $35 EACH — available through all 
reputable dealers 
Descriptive booklet on request. 


JOHN O. LUONGO 


Exclusive distributor for U. S., Canada, South America 
ONE HANSON PLACE BROOKLYN 17, N. Y. 


Look better, feel better, work better in _ 
Made -te-Measwre PROFESSIONAL UNIFORMS 


when you wear Ni-Co 
fabrics of your 
ments made to 
specifications (with 


#1190 White, Bl "Foam Green Silkale 
Dacron-Cotton $9.95. Three for $28.95 


NIGHTINGALE UNIFORMS, Georgiana 1, Alabama 
Send professional uniform catalog(s) (__for men) (for ladies) 
——Send jacket illustrated ON APPROVAL. enclosed. 
——small _medium large extra large 
——White Serge Twill __Blue ___White Green Silkalene 


NAME. SEND COUPON 
ADDRESS FOR NEW CATALOG 


CITY. 
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Classified advertising 


Forms close on 20th of second month preceding 
month of issue. 


Remitiance must accompany classified ads. 
Classified advertising rates are as follows: 

30 words or less__per insertion.......... $6.00 

Additional words, each................. 15 


Answers sent c/o A.D.A....no extra charge 
Replies to A.D.A. box number ads should be 
addressed as follows: 

American Dental Association 

222 E. Superior Street 

Chicago 11, Ill. ES 
Box number must appear on the envelope. 


PRACTICES AND OFFICES 
FOR SALE AND/OR RENT 


CALIFORNIA—For sale. Two-chair active 
dental practice and as eg» All or any 
part. About 15,000 population. In San Diego 
county. Moderately priced. Will finance. Ad- 
dress A.D.A. Box No. 249. 


CALIFORNIA—Southern. For Modern 
equipment and growing practice. Three 
operatories. 960 sq. ft. Air a oa music, 
lease transferable with option renew. 
Grossed $40,000 in 1960. Leaving ar “fraduate 
oat ~ September 1, 1961. Address A. 


sale. 


CALIFORNIA—Oakland. For sale. General 
practice. Two operating rooms, waiting 


room, business office. Complete with modern 
equipment. Air conditioned medical building. 
Address A.D.A. Box No. 251. 


CALIFORNIA—Available. Dental suite. New, 

air conditioned professional building being 
built. Central location. View of hills from 
operatories. Excellent climate, schools and cul- 
tural activities. One hour from San Francisco. 
Address Dr. Benjamin Nerenberg, 54% N. 
Santa Cruz Ave., is Gatos, Calif. 


CALIFORNIA—Palo Alto. Available. Dental 

suite in new dental building. Excellent po- 
tential. Near schools. Excellent growth area. 
Pedodontist, periodontist al oral surgeon pre- 
ferred. Contact Dr. Me . Robins, 7930 
MacArthur Blvd., Gekiand. Calif., phone NE 
2-1312. 

e 

CALIFORNIA—Highland Professional Center 

of Los Angeles has one suite left. Three 
operatories have northern exposure into a beau- 
tiful garden. Suite is air conditioned, has hi fi 
music and ample parking space. Exceptional 
for orthodontist—none 

ntact Almskog, 5823 York Bivd., “Tee 
Angeles 42, Calif. 

e 

COLORADO—For sale. Two-chair office and 

general practice in prosperous area. Popula- 
tion of 6,000. For further information address 
A.D.A. Box No. 262. 


CONNECTICUT—West Hartford. For sale. 
Oral surgery practice. Excellent location. 
Fully equipped and furnished. Ready to take 
over now or July 1961. op- 
portunity. Address A.D.A. Box No. 
e 


FLORIDA—For sale. New, modern, equipped 
two-chair air conditioned office and growing 
practice. First year gross over $18,000. Beauti- 
ful east coast resort community. Present prac- 
titioner leaving for graduate study. Address 
A.D.A. Box No. 183. 
e 


ILLINOIS—North central. For sale or rent. 
Modern building, well established practice. 


Small, progressive town near city. ving 
state. Address A.D.A. Box No. 212. 

ILLINOIS—Central. For sale. Modern, fully 


equipped two-chair dental office. Both — 
identical—two Airotors, motor chairs, etc. Lo- 
cated in new medical-dental building. High 
income immediately. Owner leaving state but 
sey and introduce. Address A.D.A. Box 
a 


ILLINOIS—For sale. Large, well balanced 

general practice in town of 200,000. Leaving 
on account of health. Wish to sell during 
spring or summer. Address A.D.A. Box No. 


INDIANA--For sale. Completely equipped 

two-chair dental office attached to seven 
room house. Everything—equipment, house 
and part of house furnishings—$10, Small 
western Indiana county seat town. No other 
dentist. Address A.D.A. Box No. 255. 


INDIANA—Central. For sale. Lucrative gen- 

eral practice established eight years. Two- 
chair office in residential new medical build- 
ing. Located in metropolitan college town. 
Complete with hygienist and assistant. Annual 
net over $20,000. Pay for equipment and sup- 
plies only. Leaving to specialize. Excellent 
opportunity for experienced, conscientious 
practitioner. Address A.D.A x 6. 

e 


INDIANA—For sale. Excellent office and home 
combination in good dental town. Now occu- 

pied by physician who is leaving for residency 

training in July. Progressive community. Near 

eas and boating. Address A.D.A. Box 
oO. 


KANSAS-—-For sale. Two-chair office and prac- 
tice (some orthodontics) establish 35 
years. County seat. Population 2,500. Good 
schools, churches, excellent farming com- 
munity. Will sell for less than invoice. Address 
A.D.A. Box No. 216. 


MARYLAND —Bethesda area. For sale. Office- 

home combination. New uipment and 
home. Excellent location. Practice active and 
growing for one year. Owner leaving to 
speciaiins. For further information address 
A.D.A. Box No. 258. 
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MARYLAND—Towson. For sale. Established, 

modern practice. Air conditioned, all utilities, 
parking included in rent of $150 per month. 
Address A.D.A. Box No. 259. 


MICHIGAN—For sale. Active, growing gen- 

eral practice in progressive southern Michi- 
gan town. Fully equipped one-chair office with 
room for additional operatory. Present owner 
leaving to specialize. Address A.D.A. Box No. 
217. 


NEW JERSEY—For rent. Office location for 

periodontist or oral surgeon in a south Jer- 
sey community convenient to Philadelphia and 
Atlantic City. Fifty referring dentists in area; 
two exodontists. No oral surgeon or perio- 
dontist. Address A.D.A. Box No. 260. 


NEW YORK—For sale. Five bedroom, three 

and one-half bath home on Scarsdale-East- 
chester boundary. Fully equipped dental office 
with separate entrance on main floor. Center 
hall. Completely modernized kitchen 20’ x 20’, 
many extras. Asking $38,000. Address A.D.A 
Box No. 188. 


OHIO—Northern. Available. Opportunity for a 

progressive dentist or new graduate who 
would like to do complete mouth general den- 
tistry. Located in an exclusive residential 
town outside industrial area. Owner leaving to 
specialize. Office and equipment available in 
June. Call Hudson, Ohio, OLympic 3-6422 
(office) or OLympic 3-6406 (home). 


PENNSYLVANIA—Northeast. For sale. Fully 

equipped, modern, brick dental building. 
Three years old. Two operatories, parking lot, 
good location, air conditioned. Beautiful town 
24,000. Practice not included in cost. Address 
A.D.A. Box No. 261. 


PENNSYLVANIA—For sale. Two-chair dental 

practice. Ritter equipment in good condition. 
Instruments, furnishings and supplies. X-ray, 
air conditioner. Thirty minutes from Phila- 
delphia. Former owner deceased. Address 
A.D.A. Box No, 262. 


PENNSYLVANIA—Lancaster. For rent. Den- 

tal office located in center of professional 
district. Perfect layout for two-chair office. 
Will decorate or remodel to suit. Reasonable 
rental. Address A.D.A. Box No. 263. 


PENNSYLVANIA—Erie. For sale. Two-chair, 
air conditioned, modern, equipped office- 
home attached. Will rent to responsible party 
with or without equipment. Sale priced at 
gre: sacrifice. Reason—ill health. Address 
A. . Box No. 264. 


TEXAS—Waxahachie. For lease. New, air 
conditioned, completely equipped dental 
office. Twenty-five miles south of Dallas. Per- 
—_ location. Excellent, long established prac- 
tice. Former owner deceased. Contact A. ; 
Kemble, Box 495, Waxahachie, Texas. 


WISCONSIN—For rent or sale. Office-home 
combination. Southern Wisconsin lake region. 
Financing available. Must leave Midwest for 
family health reasons. Write A.D.A. Box No. 
265. 


WISCONSIN—Port Washington. For § sale. 

Two-chair, fully equipped office, waiting 
room, business office, dark room, laboratory, 
x-ray, Airotor, autoclave, etc. Located 27 
miles north of Milwaukee. Available imme- 
diately. Total cost $3,500. Financing can be 
arranged if desired. For information write Dr. 
R. J. Tancig, 1717 N. Flagler Dr., West Palm 
Beach, Fla. 


WEST INDIES—Jamaica. For sale. Well 

established practice. Modern office in new 
professional building. Located in famous inter- 
national resort. Excellent opportunity. Avail- 
able August 1961. Address A.D.A. Box No. 224. 


OPPORTUNITIES AVAILABLE 


CALIFORNIA—San Jose area. General prac- 

tice associate wanted for group practice. 
Under 35 years old. Modern office. Guaranteed 
salary to start and commission. Address 
A.D.A. Box No. 266. 


CALIF ORNIA San Fernando Valley. Avail- 

able. Thriving, large gross general practice. 
New, modern office. Latest equipment for 
efficiency. Will transfer lease, stay as asso- 
ciate during transfer. Owner age 40, leaving 
area. Address A.D.A. Box No. 267. 


FLUORIDE TABLETS 
suggested retail price — $1./100 


Available in drug stores on your prescription 
or for dispensing in your office 


Complete information, J.A.D.A. reprints, samples, dispensing labels, prices, 
and prescription instructions, furnished free upon request. Write to: 


\ Fleoritat Corporation, 625 South Saginaw Street, Flint 2, Michigan 7 


1 milligram of fluorine \ 


% a 


one size: 


EXTEND or RETRACT 


TO FIT ANY MOUTH 
® TO REACH ANY AREA 


WILL NOT "SUCK- TISSUES 


er 


Order From Your Deo 


Ls FORT TYME CO 


CALIFORNIA — Northern. Excellent oppor- 
tunity available for young orthodontist and 
a general dentist. Address A.D.A. Box No. 268. 


CALIFORNIA — Wanted. Orthodontist for 

group practice in southern California. Must 
have California Boards and formal edgewise 
technic training. Starting salary $18,000 per 
annum, Address A.D.A. Box No. 922. 


COLORADO—Dentist wanted for Fountain, 

Colo. Space available. Located 15 miles from 
Colorado Springs, six miles from Security Vil- 
lage and four miles from Widefield. Contact 
The Greater Fountain Chamber of Commerce, 
Fountain, Colo. 


MASSACHUSETTS—Associate wanted. Gen- 
eral practitioner preferred with no military 

service obligations, late twenties or early 

thirties. Prospect of future partnership or full 

ownership. Excellent opportunity for right er. 

ag — community. Address A.D.A. x 
oO. 


NEBRASKA—Rotating internship commencing 

July 1961 for period of one year. Address in- 
quiries to Chief, Dental Service, Veterans Ad- 
~ Hospital, 4101 Woolworth, Omaha 
Neb. 


NEW HAMPSHIRE Southern. Associate 
wanted. Must have New Hampshire Dental 
rds. Excellent salary guaranteed. May as- 
sociate or purchase practice over a period of 
time. Immediate reply requested. Address 
A.D.A. Box No. 120. 


NEW JERSEY—Central. Wanted. Periodontist. 

Air conditioned new dental suite in profes- 
sional building with four other dentists. Ex- 
ceptional opportunity. of 50,000— 
ae area of 30,000. Address A.D.A. Box No. 


OPOTOW 
TEMPORARY CEMENT 


the only 

Zinc Oxide-Eugenol 
Temporary Cement 
in PASTE FORM 


MIXES QUICKLY...ALWAYS PROVIDES 
PROPER CONSISTENCY..ECONOMICAL 


For temporary cementation of temporary 
and permanent crowns and bridges. 


Permanent cast bridges and crowns may be 
cemented on a ‘‘Permanent-Temporary’’ basis. 
The patient will wear it in comfort and you may 
remove it at will—for inspection, cleaning, pol- 
ishing, etc.—and it may be re-cemented on the 
same temporary basis over and over again. Will 
not harm your temporary or cast work. 

AVAILABLE THROUGH REPUTABLE DEALERS 


7 
21 
ADJUSTABLE 
690 W. WASHINGBON BLVD” CULVER CITY, CALIFORNIA 
4 
- 
oro 
INTERSTATE DENTAL CO., INC. 
=... 


THE BIRTCHER 


HYF RECATOR 


HI-FREquency desicCATOR (not a hot-wire cautery) 


DENTAL MERCURY 


CERTIFIED TO MEET 
ADA SPECIFICATION NO. 6 


CURRENT PRICE 
$3.62 Lb. 5 Lb. Pkg. 


DELIVERED U.S.A. 


NATIONAL ZINC CO. 
BARTLESVILLE, OKLA. 


Upstate New York opportunity for young den- 
tist in all purpose medical group whose de- 

centralized program is expanding. Academic 

environment. Address A.D.A. Box No. 


New York City. Seeking associate for well 
established oral surgery practice. Boards 
qualified preferred. Thorough background in 


Unrivalled for all 
technics of 
Desiccation and Fulguration 


Exposure of cavity margin for indirect 
impression technics 


Hemostasis—post extraction and 
nuisance bleeding from instrumentation 


Reprints of several excellent 
papers on Dental Hyfrecation 
plus a new 
“Question and Answer Booklet” 
are available 
on request 


THE BIRTCHER CORPORATION Dept. A.D.A. 461 
4371 Valley Boulevard 
Los Angeles 32, California 


Send me reprints and the new booklet 
“45 Questions and Answers on 
Dental Hyfrecation” 

City — jun. ___ State 
My Dental Supply Dealer is 


all phases of general anesthesia necessary. 
Reply with details of education and training. 
Confidential. Address A.D.A. Box No. 271. 


New York-Buffalo. Wanted. Male or female 

associate. Dentistry for children. Excellent 
opportunity. Choice suburban area. Give refer- 
ences, postgraduate training, general qualifi- 
eations. All replies confidential. Address 
A.D.A. Box No. 272. 


Wanted. Dentist for spanking new clinic build- 
ing. Exceptional opportunity with offices 
specifically designed for dentist. Acute need 
for same. Lonesome prairie not so lonesome. 
Write R. L. Coultrip, M.D., McVille, N. D. 


OH10—Steubenville. Wanted. Dentist inter- 

ested mainly in endodontics and pedodontics. 
Share space containing five operatories with 
another dentist. New medical-dental building 
also occupied by five physicians. Work into 
future partnership. Address A.D.A. Box No. 
273. 


PENNSYLVANIA—Opportunity for partner- 

ship. Take over well established practice in 
pedodontics. Only ype oe in city of over 
75,000. Hospital sta rivileges. Fully equipped, 
air conditioned cilens. Address A.D.A. Box 
No. 274 


SOUTH DAKOTA—Live in a community 

where people are friendly and will take you 
in as one of them; 150 miles from the Black 
Hills through the Badlands; 80 miles from 
Oahe Dam, good fishing and hunting. Dental 
office with living quarters available. Potential 
unlimited. Write or call Ceeretary, Commer- 
cial Club, White River, 
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TECHNICIAN 


ARIZONA—Tucson. Wanted. | tech- 

nician. Experienced in crown and bridge 
and complete denture work. Must be 
raw experience and desired salary. Address 
A. . Box No, 275. 


HYGIENIST 


NEBRASKA—Omaha. Hygienist wanted. Good 
opportunity with group practice doing com- 
plete dentistry. Modern office. Five day week. 
Salary open. Must be =e in patient 
education. Address A.D.A. Box No. 276. 


OPPORTUNITIES WANTED 


General practitioner, Pennsylvania licensed, 

ten years’ experience in private practice, 
veteran World War II, age 37, good experience 
in prosthetics, desires association in group or 
clinical practice in Arizona. Possible to make 
investment. Willing to take necessary » 


references. Family health reason for 
moving. Address A.D.A. Box No. 
e 
Florida licensed orthodontist, university 


trained, desires location or practice oppor- 
tunity for full or part time orthodontic practice 
in Florida. Available immediately. Address 
A.D.A. Box No. 278. 


Florida licensed 1958 Emory graduate with 
one year rotating internship, desires associa- 


tion in modern general practice or with 
specialist. Military obligation complete June 
30, 1961. Address A.D.A. Box No. 279. 
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Illinois licensed dentist, age 28, married, three 
children, two years’ general practice, mili- 

tary obligation completed. Interested in pur- 

chase, association or partnership in Chicago 

area. Available July 1961. Address A.D.A. Box 

No. 280 


ILLINOIS—Dentist, married, military obliga- 

tion completed, desires association in dental 
clinic or medical center in town of 8,000-20,000 
in northern Illinois. Address A.D.A. 
30x No 


New Jersey, New York, Pennsylvania licensed 
periodontist, university trained, hospital 
training in oral surgery, desires association 
with private or group practice. Address A.D.A. 
Box No. 238. 
New York or vicinity general practice wanted 
by 27 year old dentist leaving Army. Will 
purchase with monthly payments. Describe 
location, office a. terms. Address 
A.D.A. Box No. 282. 


Oral surgeon, 28, family, three years’ approved 
training. Two years’ military specialty. 
Have Ohio and National Boards. Desire loca- 
tion or association with oral surgeon leading 
to partnership or purchase. Address A.D.A. 
Box No. 243. 


Oklahoma, Kansas, Missouri licensed dentist 
wants location, association with opportunity 
to purchase or purchase of general practice. 
Address A.D.A. Box No. 283. 
e 


Dentist licensed in Pennsylvania and New 

York, 1959 = University of Pennsyl- 
vania, ‘marrie completing military obligation 
August 1961, desires association. Interested in 
general practice and pedodontics. Address 
A.D.A. Box No. 284. 


All Dental Buildings Constructed by 


PROFESSIONAL OFFICE BUILDINGS 


Professional Office Buildings, Inc. 
Doctor's Park Madison 5, Wisconsin 


Please send me a complimentary 
catalog, 

and a 
bination type office buildings together with an 


explanation of your plan service: 


feature: 
1. Design for your needs 
2. “Profession-proven” features 
. Masonry or frame construc- 
tion 


3 
4. Local labor and materials 
5 


. Costs between $15 & $17 per 
square foot 

Special Plan Service Available 

For Distant Areas 


CITY 


Zz 
> 
! 


WAITING 


CEdar 3-0412 


one of your 
“Medical and Dental Office Buildings” 
special study plans for dental and com- 


Sean 
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AIR MOTOR CHAIR 
(Incl. Contour Cushion) 


CONTOUR CUSHION KIT 


Phone: Algonquin 4-5626 


Pennsylvania licensed dentist, 1957 


Address A.D.A. Box No. 285. 


Highly competent and experienced 
aged Pennsylvania dentist desires 


Texas licensed dentist, married, age 


ginia. Address A.D.A. Box No 
Wyoming and Utah licensed dentist, 


dress A.D.A. Box No. 245 


M.S. in oral surgery including six 


or opportunity to locate as of July 


TT Florida Boards. Address A.D.A. 


patents 
pending 


NEW DENTAL AlR MOTOR CHAIR 


(Incl. 30,000 RPM Motor & Handpiece) 


(Fits any dental chair) (U.S. Naugahyde) 


Cascade DENTAL MFG. & SUPPLY CO. 
Phone: AL 8-7017, 175 Park St., Lebanon, Oregon 


Eastern Distributor: Rubinstein Dental Equip. Corp. 
141-147 Fifth Avenue, New York 10, N. Y. 


graduate, 

age 27, married, postgraduate training, serv- 
ice obligation completed July 1961, desires as- 
sociation to rship or purchase. 


middle- 
salaried 


position with Pennsylvania institution or clinic. 
Have experience in private and institutional 
practice. Address A.D.A. Box No. 286. 


26, com- 
pleting military obligation October 1961, de- 
sires location or association with possibilities 
of later purchase. Interested in all phases of 
dentistry. Address A.D.A. Box No. 287 


General practitioner, age 31, military obligation 

completed, four years’ private practice with 

special interest in pedodontics, desires associa- 

tion with well established = in Vir- 
8. 


age 31, 


our years’ experience, desires association 
with group, partnership or private 
tioner. Will invest in ree opportunity. Ad- 


practi- 


Oral surgery resident, age 31, completing third 
year A.D.A. approved program leading to 


months’ 


general anesthesia training desires association 


1, 1961. 


Military obligation completed. Have Michigan 
Box No. 


$887 years’ successful general practice, seeks po- 


LISTEN ano LEARN! 
with THE AUDIO JOURNAL OF DENTISTRY 


Taped clinics and condensations of 
recent dental advances, issued twice 
monthly. Excellent for dentists with 
limited time and Study Ciubs. Dem- 
onstration tape loaned. 

Write to: 


THE AUDIO JOURNAL OF DENTISTRY, Dept. DT 
5239 CHESTNUT STREET, PHILADELPHIA 39, PA. 


Dentist, age 42, veteran, married, family, nine 
sition with public health, industry or institu- 
tion, Salaried or contract, foreign or domestic. 
References. Address A.D.A. Box No. 289. 


Oral surgeon, 34, veteran, 1955 graduate, fully 
approved training, private practice, intra- 
venous and general anesthesia experience, 
seeks location or association with established 
surgeon. Licensed in New Jersey, Ohio, 
Florida, New York. National Boards. Avail- 
able immediately. Address A.D.A. Box No. 
290. 


Pedodontist desires to achieve the pleasures 

that may be derived from a partnership or 
association in an exclusive practice of den- 
tistry for children. Will complete two years’ 
graduate pedodontic training this June. Ad- 
dress A.D.A. Box No. 291. 


Cuban refugee, dentist, seeks position. Excel- 
lent background in oral roentgenology and 
oral surgery. Experienced in care of long term 
dental cases, cephalometry analysis and all 
types of x-rays. Attended University of Penn- 
sylvania 1940, Northwestern University 1954, 
degree in dentistry from University of Havana. 
Address A.D.A. Box No. 292. 


FOR SALE 


CALIFORNIA — San _ Francisco. For sale. 
Weber Roto seat No. 25 (present model) per- 
fect condition, $150 or best offer. Hydroceptor 
set complete, never used, $8. Wanted—Birtcher 
Hyfrecator, present model, state price. Ad- 
dress A.D.A. Box No. 293. 


TEXAS—Lufkin. For sale. Weber Majestic 
“F’’ unit, cream white with motor and 
handpiece and Castle light, excellent shape, 
$400. American dental cabinet, cream white, 
$100. Relief stool, $40. Address A.D.A. Box 
No. 294. 


TEXAS—Fort Worth. For sale. One transo- 
graph articulator with all necessary acces- 
sories, one year old. New, $550 price del ivered 
to you, $285. Address A,D,A, Box No. 295, 
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when 
they require 
penicillin... 


Tablets: Penicillin V, Crystalline (Phenoxymethy! Penicillin) ; 
Suspension : Benzathine Penicillin V Oral Suspension, Wyeth 
Your patients with many dental infections receive the benefits of penicillin therapy. 
PEN-VEE+Oral and PEN+VEE Suspension provide excellent adjunctive therapy as well as 
preoperative and postoperative prophylaxis. They are especially useful in office practice 
because of lower incidence of severe penicillin reactions as compared to injectable 
penicillin. 
Wyeth Laboratories Philadelphia 1, Pa. 
Supplied: PENeVEE+Oro! Tablets, 300 mg. (500,000 units), vials of 12; 
125 mg. (200,000 units), vials of 36. PENeVEE Suspension, 180 me. 


(300,000 units) or 90 mg. (150,000 units) per 5-cc. teaspoonful, botties 


SERVICE 
x of 2 fi. oz. 


TO 
DENTISTRY | 
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scan (skan), v. t; to go over and examine 
point by point; to examine with care; 

to look closely at or into; scrutinize... . 
—Webster’s New International 

Dictionary, 2nd Ed. 


It takes 200 hours of reading time each month to select the articles 
for a single issue of DENTAL ABSTRACTS. Over 400 periodicals 
from 50 nations are scanned to extract for you the cream—the 
concentrated extract—of current thought, research, and clinical 
experience in dentistry. 


DENTAL ABSTRACTS is different from other dental journals. 
Its editorial staff scans the professional literature, not only of den- : 
tistry, but all allied sciences as well to present in concise, abstracted E 
form what is new and important to the practicing dentist. 


What does this mean to you as a practitioner? Simply that DENTAL 
ABSTRACTS can now keep you up-to-date on the latest technics, 
drugs and instruments—with only the barest expenditure of reading 
time each month. Each department of DENTAL ABSTRACTS 
gives you important, basic information—material that will help you 
provide better dental service to your patients as well as save you a 
time and money. 


Is it worth $8 a year to you ($9 outside the U.S.) to keep abreast 
of current knowledge in your profession? Thousands of your fellow 
practitioners in countries around the world have found DENTAL 
ABSTRACTS the easy, effective way of solving the old problem of 
“keeping up with the literature.” 


Why not try it for yourself? You can order below. 
Subscription Department, American Dental Association 
222 East Superior Street, Chicago 11, Illinois 


Please enter my subscription to DENTAL ABSTRACTS for 1 year 
($8, U.S.; $9 overseas). My remittance is enclosed. 


Name 


Address 


City State 
618 
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Orders over 20 oz., F.0.B. Seattle 


Speyer’s Alloy amalgamates smoothly 
in minimum time—carves exceptionall 
well in ten minutes—produces a hard, 
well-sealed mass—polishes beautifully. 


@ 6814% silver. @ No initial contraction. 
6.9 Microns Cm expansion in 24 hours. 
1.6% flow 24 hours after amalgamation. 
Crushing strength 50,000 Ibs. per sq. inch. 
Complete directions with every bottle. 


MEETS WITH 


SPEYER] ADA 


A Good Alloy Need Not Be Expensive 


1 oz. @ $2.20 per oz. 
5 oz. @ $2. 1 oO per oz. 
10 oz. @ $2.00 per oz. 
20 oz. @ $4 930 per oz. 


IF YOUR DEALER CAN'T SUPPLY YOU, ORDER DIRECT 


30 oz. @ $4, 8O per oz. 
50 oz. @ $1.70 per oz. 
100 oz. @ 4.60 per oz. 


THIS PRODUCT APPEARS ON THE A.D. A. 
LIST OF CERTIFIED DENTAL MATERIALS 


SPEYER SMELTING & REFINING CO. 
216 Medical & Dental Bidg., Seattle 1, Wash. 


Please send_____oz. @ $ per oz. 


Fine ; Extra Fine 


; Regular 


Dr 
Address. 
City State 


| 
| 
| 
| 
| 
| enclose check for $ | 
| 
| 
| 
| 
Samples Sent On Request | 


$1,000 to $5,000 
Personal 
Loans to 

Professional 


Men 
Strictly Confidential 


A nationwide Executive Loan Service 
designed for responsible professional 
men as a convenient supplementary 
source of personal credit. No collater- 
al, no endorsement, no embarrassing 
investigation. All details handled by 
mail from the privacy of your office. 
Monthly repayments up to 2 years if 
desired. References: 
Chase Manhattan Bank of New York 
First National Bank of St. Paul 
Crocker-Anglo National Bank of San Francisco 

For full particulars write 

Mr. A. J. Bruper, Vice Pres. 


Industrial Credit 
Company 


St. Paul 2, Minnesota 


STARTING IN PRACTICE 


By taking advantage of our special offer on 
the complete line of Colwell Practice Man- 
agement Aids, substantial savings can be 
made in organizing the entire business side 
of your practice on a sound, efficient basis. 


THE COLWELL COMPANY 
262 Kenyon Road Champaign, Illinois 


Please send me the Daily Log Introductory 
Offer Information Kit for dentists just starting 


in practice. 
DR 
ADDRESS. 
CITY. STATE. 
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A do-it-yourself 
retirement plan 
that really works 


New features of United States Series E and H Savings Bonds 
can mean a lot to you, whether you're salaried or self-employed. 


How would you like to set up a no charge for trading. And the 
retirement plan that you can interest you accumulated before 
tailor to your needs administer the trade is not taxable until you 2 
yourself with no fees or other cash in your H Bonds. 
expenses, and go into knowin . 
money is safe? A riskless plan 
Series E and H Savings Bonds A retirement plan with U. S. 3 
can provide such a plan. With Savings Bonds, E or A, s abso- 3 
15 to 20 earning years ahead of lutely without risk. Your invest- 
you, you can complete a pro- ment cannot decrease—it can ! 
gram which will help substan- only grow. You can get your | 
tially to add security to vour money with interest anytime you 
retirement. ; ’ want. If your Bonds are lost or ; 
destroyed, the U. S. Treasury F 
Start with Series E replaces them free. a 


You begin by buying E Bonds 
where you bank, or automatically 
on the Payroll Savings Plan 
where you work. E Bonds now 
earn 3%% interest—the highest 
rate they've ever paid—to ma- 
turity in 7% years. They have a 
10 year extension privilege. 
When you retire, you can ex- 
change your E Bonds for Series 
H Bonds. 


There are now several nice fea- 
tures about making this ex- 


What’s more, every Savings Bond 
you buy helps insure a stronger 
America—as important to your 
retirement years as financial se- 
curity. Why not look into this 
plan now? 


Send for free folder 


Savings Bonds Division 
United States Treasury 
Washington 25, D. C. 


Please send me a free copy of, “Now, 
| Build Your Own Retirement Program 
1 with U. S. Savings Bonds.” 


change. H Bonds pay interest 
semi-annually in cash. There’s 


You save more than money 
with U. S. Savings Bonds 


This advertising is donated by 
The Advertising Council and this magazine 
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hey look wonderful! Not ‘greyed-out’ and artificial.” 
doctor explained why: 


“It’s because the Swissedent CR teeth that he uses reflect light 

just as natural teeth do. He says the reason why most of my 

friends’ artificial teeth look grey in the mouth is because they 

are too highly translucent, which mine aren’t, thank goodness!” 
* * * 


What your patients say about their restorations is vitally VACUUM FIRED TEETH 
important to you. So— wouldn’t it be a wise professional deci- ae ape ne specifically 
created for the dentogenic concept 
sion to use Swissedent Candulor CR teeth in all of your 


prosthetic cases? 


Ask your nearest Swissedent distributor: 


373 North Western Ave., Los Angeles 4, Calif. / 185 North Wabash Ave., Chicago 1, Ill. / 480 Lexington Ave., New York 17, N.Y. 
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American Dental Association 
Accepted Dental Remedies—1961 
Are you moving?. . 
Bureau Dental Health ‘Education. 
History of the 
American Dental Association....... 
Institute on Hospital Dental Service... 
Amurol Products Co.. 
Asian-Pacific Seminars 
Audio Journal of Dentistry, The. 


Birtcher Corporation, The.............. 
Block Drug Company, Inc..... .2, 3, 169, 
Bon Ami Co., The. 
Boos Dental Laboratories, lnc., Henry P.. 
Bowen & Company, Inc.. 4 
Breon Laboratories Inc.. 
Bristol-Myers Company 
Buffalo Dental Mfg. Co., Inc............ 
Burton Manufacturing Co.. 
Cascade Dental Mfg. & Supply Co... 
Caulk Company, The L. D ‘17 
Ceramco a 
Church & Dwight Co., ‘Inc. 
C I T Corporation. . 
Classified Advertising 
pia .215, 216, 217, 218, 219, 220 
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Industrial Credit 223 
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Kerr Manufacturing Company 198 


Lederle Laboratories ..................184 
Lorvic Corporation, The ..............145 


McShirley Products ..... 
Medical Protective Company, ‘The. 190 
Midwest Dental Manufacturing Co.. , 183 
Mosby Company, The C. V.............160 


National Dairy Council. .... 
National Zinc Company, Inc 218 
Ney Company, The J. M...............162 
Nightingale Uniforms ..... 
Novocol Chemical Mfg. Co., nc... 
Nu-dent Porcelain Studio, Inc.. 4th Cover 
Oral B Company 

Pfingst & Company, Inc........ 

Procter & Gamble. 

Professional Budget Plan. 


Professional Office Buildings, Inc... 
Professional Printing Company, Inc 


Ransom & Randolph Co., The.......... 
Ritter Company Inc.. a 

Rower Dental Mfg. Corp.. 


Schneider Dental W.. 
Speyer Smelting & Refining Co.. oe 


Torit Manufacturing Co. .............. 


Weber Dental Company, 
White Dental Manufacturing Co. 
The S. S. 
Whitehall 
Williams Gold Refining Co., ‘te. 
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MAKES PERMANENT JACKET CROWNS T00- 
IN 252 SHADES, SHAPES AND SIZES 


Complete Set of Matched Materials 
including amazing ‘‘Master Molds” — 
only $49.50 at your dental dealer 


ask for a demonstration 


7512 S. GREENWOOD + CHICAGO 19, ILLINOIS 
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AD YOU CAN BUY... 
BETTER THAN ANY YOU CA 
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It’s more than a toothbrush... 


It’s an ORAL B — the one brush that 
provides gentle brushing for gingival 
tissues and also cleans teeth thoroughly 
with minimum abrasion. 

Like each dental instrument in your 
instrument cabinet, the ORAL B was 
designed to perform a specific job. 
The 2,500° softer, very slender filaments 
have smooth tops. Their gentle action 


texture... 
Firm enough for teeth, 
gentie enough for gums. 


ORAL B COMPANY 
San Jose, California + Toronto, Canada 


actions... 
Gentle brushing 
and thorough cleansing. 


helps prevent damage to gingival tissue 
while brushing at the gum line, where 
many tooth troubles start. 

Make sure your patients have the 
advantage of regular daily care with a 
brush that can be used effectively on 
gums as well as teeth. 

Prescribe an ORAL B. It does what 
a toothbrush ought to do! *ORAL B 60 


sizes... 
For every member 
of the family. 


Write for your 
professional sample. 
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Do you have enough income protection? Make certain 


that the insurance you have will meet present day needs 


. or you may face real financial hardship. 


While disabled, your American Dental Association Group Accident and Health 
Insurance Plan will pay up to $600 per month (according to plan issued) TAX- 
FREE under existing laws. It provides benefits for disability resulting from accident 
beginning with the first day for as long as five years, including six months for partial 
disability. You receive benefits for disability resulting from sickness beginning with 
the eighth day for as long as two years. 

This Plan provides full benefits regardless of any other insurance you may be 
carrying. No restrictions on how the money is used . . . for medical bills, food or 
continuing office expenses. 

For complete information regarding benefits, provisions and semi-annual rates, 
write the Trustee of the Policy, Dr. Paul Zillmann, 29 Walden Avenue, Buffalo 11, 
New York; or write M. A. Gesner, Inc., 216 East Superior Street, Chicago 11, Illinois. 


Issued exclusively by National Casualty Company of Detroit 
through M. A. Gesner, Inc., 216 East Superior Street, Chicago 11. 
Illinois —Phone WHitehall 3-15235. 


Since the National Casualty Company’s plan of accident and health insurance is in 
effect on a State Society basis in New York, New Jersey, California, Utah and 
Nevada, the Association Plan is not available in those states. 
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PORCELAIN-LINED q 
ACRYLIC JACKETS | 


(Reg. U.S. Pat. Off.) a 


NU-DENT’s specially formulated porcelains and acrylics are VACUUM BAKED in exclusive p " 
patented NU-DENT furnaces to add greater strength and resistance to wear! si 


Write to the studio nearest you for detailed information on NU-DENT Porcelain-Lined 
Acrylic Jackets, Porcelain Jacket Crowns and other NU-DENT practice-building developments. 


nu-dent PORCELAIN STUDIO, INC. 
220 W. 42 St.,N.Y. LA 4-3591, 2, 3,4, 5,6 © 9615 Brighton Way, Beverly Hills, Cal. CRestview 5-8717 
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